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GLAND PRODUCTS 


Specification the Surest Guaranty 
of Clinical Results 


NIFORM methods cannot be employed for the extraction 
and desiccation of different glands. The best method of 
handling each gland must be determined by experiment, 

the processes of manufacture in each instance being designed with 
reference to the peculiarities of the particular gland in question 
to yield a satisfactory finished preparation. 

The identity of the gland is of first importance, and this is 
particularly true of parathyroids. It is very easy to confuse other 
glands with the true parathyroid glands. | 

All glands employed by us must be normal. They are all 
examined for evidence of disease. Before desiccation, all non- 
glandular matter is removed; this procedure reduces the weight 
of the glands as they reach us, often to a large extent. 

The greatest care is also exercised to select and dissect only 
that part of the gland which is required in the manufacture of 
the product, such as the corpus luteum, from ovaries, the 
anterior lobe from the pituitary body, ovarian residue from ovaries 
and the posterior lobe of the pituitary. Some glands, such as the 
thyroid, thymus, pineal, etc., are utilized in entirety. Where 
fatty tissue is present in excessive quantity it is removed by 
solvents in a way to prevent injury to the active gland substance. 

To still further increase the activity of our gland products we 
pass the desiccated material, after it has been finely powdered, 
through sieves to get rid of the remnants of inactive fibrous and 
connective tissue. 

Our gland products therefore represent only the useful parts 
of the raw material we receive, and for this among other reasons 
contain a maximum amount of the therapeutically active 
portion of the glands. 

Only by specifying our gland products—by adding to his prescription for gland 
products the designation ““P. D. & Co.,’’ can the benefits of the careful work 
we do be secured by the prescriber. 


We will gladly send literature on the gland products in which you are interested. 
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DETROIT, MICHIGAN 
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THE SURGICAL TREATMENT OF 
EXOPHTHALMIC GOITER* 


Emit Goetscu, M.D., F.A.C.S., 
Professor of Surgery and Surgeon in Chief, Long Island 
College Hospital, 
BrookLtyn, New York. 


In speaking of the surgical treatment of exoph- 
thalmic goiter it is well to consider for a monient 
what are the striking features of the disease we are 
planning to attack. Clinically speaking, we believe, 
the important feature is a severe general intoxication 
with the active principle or hormone of an overactive 
thyroid gland, resulting in the well-known acute 
hyperthyroidism. Pathologically speaking, we find 
the most important change is an enlarged, hyper- 
plastic and markedly vascular thyroid gland. Since 
the etiology of exophthalmic goiter is still so little 
understood, treatment, in whatever form, cannot rest 
upon the same rational basis as treatment in many 
other diseases and therefore it is not as direct- or 
effective as it might otherwise be. All treatment is, 
I assume, aimed at reduction and relief of the hyper- 
thyroidism through direct attack on the thyroid 
gland as by surgical resection, x-ray or radium or 
through indirect inhibition of stimulating influences 
reaching the gland through the nervous system or 
through the blood stream. Complete cure occurs 
when the signs and symptoms have been relieved 
and the hyperplastic thyroid reverts to the normal. 

The hypertrophy and hyperplasia of the thyroid 
gland are probably not the primary etiology of ex- 
ophthalmic goiter but rather a secondary phe- 
nomenon. The operation of thyroid resection is, 
therefore, not one of attack upon the primary 
etiology for, were this the case, improvement and 
cure should ensue as rapidly as it does in adeno- 
matous goiter, in which we believe the adenomata 
to be the primary disease and also the primary cause 
of the hyperthyroidism. The‘rationale of thyroid 
resection is somewhat as follows. We believe that 
whenever hyperthyroidism exists some damage is 
being done, whether a mild hyperthyroidism acts 
over a long time or a severe hyperthyroidism acts 
over a short time. The amount of damage is propor- 
tional to the duration and severity of the hyper- 
thyroidism and the tolerance of the individual. In 
the earlier stages organic changes may not be dis- 
coverable but evidences of damage are seen in the 
abnormal functioning of the nervous and circulatory 
system as also in the increased metabolism. The 


es before the New York Academy of Medicine, November 17, 


rationale of the operation is then a sudden and effec- 
tive reduction of the amount of toxic thyroid tissue 
with consequent relief from the hyperthyroidism and 
protection against further damage. This gives nature 
a chance to restore the normal balance between the 
ductless glands and the organism generally, a bal- 
ance which before she could not obtain while work- 
ing against the heavy odds of an actively poisonous 
thyroid gland. 

‘The operation may be extensive or limited and is 
graded to the tolerance of the individual. I have 
never seen a case of exophthalmic goiter so toxic, 
that, after simple preliminary treatment, something 
surgical could not be carried out if only the ligation 
of a single thyroid artery. Thus a beginning check 
on the hyperthyroidism is established. I have, how- 
ever, seen many cases so toxic that nothing in the 
way of medical treatment, x-ray or the like seemed 
to control or reduce the hyperthyroidism and sur- 
gical intervention was imperative. 

The surgical treatment may be divided into pre- 
operative, operative and postoperative and each 
phase of the treatment should be touched upon. 
There is considerable that is and can be done for the 
exophthalmic goiter patient preparing for operation. 
A period of bed rest from a week to ten days is ad- 
visable. Prolonged bed rest is neither necessary nor 
advisable. A patient so sick as seeming to require 
prolonged rest in bed will need stage operations. In 
this case ligation can be carried out promptly with 
better prospect of early relief. A generous diet rich 
in carbohydrate is encouraged to counteract the loss 
of weight and to combat any possible acidosis or 
acetonuria resulting from vomiting, diarrhea or 
starvation. To combat nausea and vomiting glucose 
solutions are given intravenously, with very bene- 
ficial results. Cold applications are of benefit in 
reducing the temperature and pulse rate. Drugs 
have been found to have little or no effect upon the 
pulse in acute hyperthyroidism. Sedatives are given 
to control the nervousness. 

A word may be said with reference to the use of 
the x-ray, not in the milder cases with the idea of 
cure but in acute cases with the purpose of inhibit- 
ing thyroid activity, reducing the hyperthyroidism 
and thus preparing the patient for operation. This 
inhibitory effect of the x-ray could only be produced, 
it seems to me, by direct cellular injury, be it ever 
so slight. In a series of experiments on the thyroid 
glands of dogs carried out several years ago, and also 
in the human thyroid, it was found that early 
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changes in the thyroid cells were visible after limited 
4-ray exposures and were noted particularly in the 
alterations produced in the mitochondria long before 
the grosser cellular changes were visible in the 
microscope. The mitochondria were shrunken in 
size and had lost considerable of their staining af- 
finity. This was an evidence of injury. Further- 
more this injury, it seems, is very apt to be perman- 
ent. This action of the x-ray is distributed over the 
whole of the thyroid gland and also over the para- 
thyroid glands and the other neighboring structures 
in the neck including the sympathetic ganglia. When 
now resection is performed on the irradiated gland, 
the part remaining after operation represents injured 
tissue, for without the cellular injury mentioned, in- 
hibition of activity would hardly have occurrgd. 
There is a question in my mind whether the gland 
remaining in situ ever entirely returns to normal. 
I may state that in a number of cases in which the 
thyroid had been treated by «+-ray, the results after 
resection have not been as good or so prompt as in 
untreated cases. The psychoneurotic symptoms tend 
to persist while the patient retains, possibly through- 
out the remainder of her life, thyroid tissue which 
has been injured by the x-ray and which may well 
have a perverted function. Compare with this the 
untreated thyroid remaining after surgical resection, 
the only changes in which are hypertrophy and 
hyperplasia, and which has the power of reverting 
These 


to the normal gland with normal function. 
statements may not apply to milder treatments of 
x-ray in the mild cases with the idea of cure, but 
they would seem to apply to the more active gland 
requiring more and larger doses of x-ray. It would 
seem that the x-ray, which causes considerable adhe- 
sions and fibrosis, would certainly produce damage 


in the more sensitive glandular cells. The «x-ray 
treatments may require from three months to a year 
or more before real benefit is secured and many 
times the disease advances while the gland is being 
rayed. By virtue of the adhes'ons produced, the 
operation is often rendered more difficult. Again 
some cases are made definitely worse by the «x-ray 
treatment. Some of these objections may be due to 
dosage, if so, then the matter of dosage is far from 
satisfactorily worked out. Finally the opinion ar- 
rived at by Means and Aub and the Massachusetts 
General Hospital group, is that preliminary -v-ray 
treatment produces about the same result as that 
obtained by ligation. If this is so and ligation can 
be carried out, regardless of the severity of the 
case, with practically no mortality, without previous 
injury to the gland and with assurance of more 
speedy improvement and often with less expense, 
then why use the «-ray? It may be to avoid the 
necessity of two operations but this is not a serious 
matter perhaps when one considers that ligation 
is a relatively minor operation and that the period 
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of required stay in the hospital is quite brief. 
Comparatively recent work, largely by Plummer 
and his associates at the Mayo Clinic, has demon- 
strated the great value of iodine administered in 
large doses for a period of a week to ten days be- 
fore operation. One commonly sees a remarkable 
calming effect upon the exophthalmic goiter patient; 
there is a striking reduction in the pulse rate and 
metabolic rate, the patient is a distinctly safer opera- 
tive risk and the postoperative period is rendered 
more comfortable. Furthermore, some that formerly 
would have required preliminary ligation can now 
be subjected at once to the excision operation with 
equal safety, and the operation can also be more 
extensive when necessary, with no increased risk. 
It is my custom to administer Lugol’s solution, ten 
minims three times a day, for one week. If the 
iodine is well tolerated the dose is increased to 
fifteen minims for three days more before operation 
is performed. One point I cannot emphasize too 
strongly. If a patient has thus been treated with 
iodine, with the usual lull in the disease and is then 
not operated upon, a period of true crisis follows, 
after six to eight weeks, with symptoms more severe 
than before iodine administration. In other words 
iodine should not be given unless it is contemplated 
to operate at the end of the ten day period as after 
the secondary relapse the patient is as grave a risk 
as, if not more grave than, before and will require 
the same stage-operations as she would have before 
we knew of this preoperative iodine therapy. Again 
we have noticed that when this relapse following 
iodine administration has occurred a second period 
of iodine administration is not followed by the same 
improvement in symptoms and signs nor by the strik- 
ing fall in the metabolic rate. This preoperative aid 
to the patient and surgeon is accordingly taken away. 
In a word then, do not give iodine to the exoph- 
thalmic goiter patient unless operation is contem- 
plated. Occasionally very small doses of iodine over 
brief periods have been beneficial in the treatment 
of exophthalmic goiter. I do not have reference to 
this therapy employed over brief periods and should 
be discontinued when the desired benefit is not ap- 
parent. In instances where iodine has been ad- 
ministered over weeks or months I wish to empha- 
size that the outward calm of the patient may occa- 
sionally be misleading and that one occasionally finds 
a stormy postoperative period even when the meta- 
bolism may not read excessively high. One may 
gain a feeling of false security. In passing, ! 
might mention that iodine should not be given at 
all in adenoma cases as these are commonly made 
worse. I have seen acute crises of hyperthyroidism 
produced by such treatment. 
The choice of ae thetic is an important element in 
thyroid operations. In my experience I have found 
a combination of nitrous oxid, ethylene and oxy- 
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gen gives very satisfactory results. Occasionally 
asmall amount of ether is added. This combination 
has the advantage of keeping the patient under per- 
fect control at all times. The anesthesia is not so 
deep but that the patient will make considerable ef- 
fort to breathe in cases of tracheal compression or 
obstruction, conditions which occasionally obtain and 
which might cause very considerable dyspnea and 
cyanosis in the patient more deeply anesthetized with 
ether. Again, such a patient recovers from the anes- 
thetic promptly and is conscious in a few minutes 
after the mask is removed. The reflexes are 
promptly regained, mucus in the pharynx or trachea 
is quickly coughed away, the patient often suffers 
no headache or nausea at all and takes liquids and 
food promptly, a fact which helps in combatting 
postoperative hyperthyroidism and acidosis or 
acetonuria. The risk of postoperative bronchitis 
and pneumonia is negligible. Local anesthesia is 
occasionally used in arterial ligation in certain 
critical cases but, in general, I feel that the psychic 
stimulation, the anxiety and nervousness accompany- 
ing the local operation are more harmful than the 
gas anesthesia. The subsequent excision operation 
is similarly done under gas. There has been no 


mortality in my experience with gas anesthesia and 
I have only good to say of it. 

We may mention now the operative procedures 
themselves. I shall not go into a description of the 


technical steps at this time. In the unusually toxic 
case both superior thyroid arteries are ligated. A 
period of from four to six weeks is then allowed 
for recovery and improvement, which usually fol- 
low. In exceptional cases one or both inferior ar- 
teries may then be ligated. This is rarely necessary 
particularly when we have available the preopera- 
tive iodine method described. Administration of 
iodine is usually reserved for the period just before 
the excision operation. Many patients who formerly 
would have required preliminary ligation can now 
be subjected to the excision operation after they 
have been properly prepared by iodine therapy. The 
percentage of preliminary ligation‘ operations has 
been materially reduced. The interval between liga- 
tion and excision should be sufficient to allow for 
the improvement which takes place in four to six 
weeks and occasionally requires from two to three 
months. A longer time than this is not advisable 
because of the increased difficulty of the excision 
operation due to the marked vascularity resulting 
from the establishment of collateral circulation in 
the gland. I practically never allow the patient to 
go with ligation alone no matter how much the im- 
provement, because of the great tendency to relapse 
after the collateral circulation has become estab- 
lished. The surgeon who operates on the gland 
hineé months or longer after ligation, may find him- 
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self in considerable difficulty. It is my custom to 
do arterial ligation and not polar ligation, the former 
being sufficient and usually easier. Improvement 
occurs as a result of the diminished blood supply. 
In recent years, on account of occasional relapse 
following single partial lobectomy, more radical re- 
section of the gland has been practiced. When 
possible three-fourths to four-fifths of the total 
gland substance is resected. It should be noted, how- 
ever, that the ultimate result after single lobectomy, 
that is after one or two years, may be quite as good 
as or even better than after the more radical opera- 
tion. Complete cures very often are obtained when 
sufficient time has elapsed after single lobectomy, the 
opposite lobe having reverted to the normal condi- 
tion again. Such a person appears better and often 
feels better than the patient who has had the more 
extensive resection. The latter may show some 
thickening of the skin, a somewhat dull reaction 
generally and in some cases a hypothyroidism or even 
a mild myxedema requiring thyroid therapy for its 
relief. This never occurs with the unilateral opera- 
tion. I wish to emphasize that not all patients 
should, off hand, be submitted to the radical resec- 
tion operation. It may be preferable to do a second 
lobectomy on a few patients, who may require it, 
than submit all the patients to a double resection 
that is not always needed. This is a point which 
future ultimate results will have to determine. Com- 
plete lobectomy, even if only one-sided, is never car- 
ried out; a fringe of gland is allowed to remain 
posteriorly together with the posterior capsule of 
the gland, for the protection of the parathyroid 
glands and recurrent laryngeal nerve. After the bi- 
lateral operation or the so-called subtotal resection, 
the improvement in signs and symptoms and the fall 
of the metabolic rate is prompt. There is some 
danger of subthyroidism or mild myxedema follow- 
ing the too sudden or too radical reduction of 
thyroid substance. This may be only transient, 
however. 
The question frequently heard from the patient 
is, “Can my heart stand the operation?” The ques- 
tion is answered in, “What can be gained by wait- 
ing?” There is always the danger that further wait- 
ing will only invite further destruction. Early 
operation is, therefore, advisable. A striking find- 
ing is the ability of the heart to tolerate operation 
and the great recoverability of the heart following 
relief of the hyperthyroidism. I have, personally, 
operated many times in the presence of a dilated 
heart, which was decompensated with resulting 
ascites and edema and which had been fibrillating 
often for weeks at a time, and I have thus far had 
no occasion to regret, no instance of mortality on 
the table or following operation attributable to car- 
diac failure or collapse. Again it is most satisfac- 
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tory to see these desperate cases recover and to find 
the dilated heart return to practically normal size 
with disappearance of ascites and edema and the 
murmurs and to see the pulse become regular and 
practically normal in rate. This remarkable recover- 
ability of the heart after relief of the hyperthyroid- 
ism, to me, has always been one of the startling 
events in the recovery of the patient. There should 
be no argument necessary for operation before this 
late serious cardiac injury becomes evident. Pa- 
tients are, however, frequently allowed to drift into 
this desperate situation before operative relief is 
sought. Earlier operation is safer, gives more 
prompt relief and the ultimate result is better. The 
more the damage done by the disease the longer the 
co*ivalescence and the less complete the cure. 

The postoperative care of the exophtha'm‘c goiter 
patient resolves itself primarily into the treatment of 
two conditions: first, the postoperative hyperthyroid- 
ism and second the disturbed metabolism evidenced 
clinically by characteristic symptoms and acetonuria. 
Postoperative hyperthyroidism, which is less of a 
danger than it formerly was, is treated with seda- 
tives, cold applications and plenty of fluids. Large 
doses of Lugol’s solution by mouth or rectum seem 
helpful. The peak of the reaction is reached in 
thirty-six to forty-eight hours after which the symp- 
toms begin to subside. The acidosis, or perhaps 
better the acetonuria when present, is characterized 
by nausea and vomiting, headache, restlessness, dry 
tongue and diarrhea and is treated very effectually 
by intravenous administration of glucose solution. 
Following some work done by our group at The 
Long Island College Hospital it was found that in 
exophthalmic goiter the blood sugar is often low, 
accompanying the marked loss of weight. The avail- 
able glycogen reserve is low. After operation when 
the glycogen is needed, the reserve is still further 
used up, the amount available is insufficient and as 
a result there is a combustion of body fats and pro- 
teids with resultant acidosis and acetonuria. To 
combat this condition glucose solutions are given 
intravenously immediately after operation, and some- 
times prophylactically before operation, with the re- 
sult that the combustion of body fats and proteids 
is spared, the patient is relieved of the symptoms 
mentioned, the recovery is more prompt and the ace- 
tone does not appear in the urine. This procedure 
has been of the greatest help to me and las made the 
postoperative period decidedly more comfortable for 
the patient. 

Whenever operation is contemplated the first con- 
sideration in the minds of both patient and surgeon 
is the danger involved. It is well, therefore, to con- 
sider briefly the operative mortality, meaning there- 
by the number of patients who died in the hospital 
irrespective of the duration of the illness, the prev- 
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ious condition of the patient and the cause of death, 
Thus one of my ligation cases, who was moribund, 
died three days after ligation as the result of her 
cardiac decompensation. She would ordinarily not 
have been operated upon. Two other cases, one a 
ligation, the other an excision, died after an en- 
tirely satisfactory convalescence and ten to twelve 
days following operation, of embolism. Such deaths 
in a measure are hardly operative, belonging really 
to the deaths that occur in the terminal stage of the 
disease under natural conditions. However, with no 
apologies offered, I may cite the following statistics, 
The danger of the operation on the gland has been 
reduced to the minimum in the hands of those ex- 
perienced in the treatment of exophthalmic go‘ter. 
Operations Mortality Percent. 
Ligation 
Exophthalmic goiter .. 
Adenomatous goiter . 
Puberty hyperplasia .. 
Simple colloid 
Diffuse adenomatosis . 


Total of all goiter 
Operations 7 


Cures or near cures are reported after thyroid 
resection properly carried out in exophthalmic 
goiter in approximately 80% of the cases, another 
10% or 15% are much improved and it is rare to 
find a case that has not been benefited. The prog- 
nosis in exophthalmic goiter properly treated by 
surgical resection of the thyroid is, therefore, ex- 
ceedingly good and I am unaware of any other 
therapeutic method that offers as a rule results com- 
parable to those of surgery. 


BasAL METABOLISM IN GOITER. 


As is well known, some types of individuals endure 


disease conditions much better than others. So, at 
the same known height of basic metabolic rate, one 
patient may have terrific tachycardia, gastro-intes- 
tinal disturbance and uncontrolled terror from ex- 
treme nervousness, where another patient with an 
equal metabolic rate may be taking his nutrition 
amply, have a reasonable pulse rate, and be of excel- 
lent morale, upon the whole, in spite of his disease. 
In the latter case certainly at least partial operation 
could be offered with confidence, whereas any opefa- 
tive procedure in the first instance would almost sure 
ly result in disaster. A high rate alone is not an in- 
dex of the degree of disability, and operability must 
be indicated, or not, from the whole picture of morale 
and other clinical findings of probable strength and 
resistance.—T. L. CHAPMAN in Minnesota Medicine. 
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THE MEDICAL TREATMENT OF HYPER- 
THYROIDISM 
Ne tis B. Foster, M.D., 
New York. 

In the literature relating to the therapy of t'- 
Graves syndrome one commonly notes the impli- 
cation, rarely the bold pretention, that the etiol- 
ogy of the disease is understood. Yet these im- 
plications and assertions are actually only theo- 
ries, usually hardly more than working hypoth- 
eses. And among serious students of the disease 
we find the widest latitude in conceptions. While 
some think the evidence points to a disorder pri- 
marily in the thyroid itself, to other minds this 
same evidence indicates that the thyroid is sec- 
ondary and that the cause for the thyroid lesions 
is to be looked for in the nervous system, or in in- 
fections, or in lesions of other endocrine organs, 
for example, the adrenal. Pathologists agree 
only so far as the commoner lesions i. e., hyper- 
plasia notable in the thyroid gland but offer no 
explanation for those cases which are typical clin- 
ically but grossly atypical pathologically. In this 
state of affairs then, when neither the pathology 
nor the pathogenesis of the disease is beyond dis- 
pute, there can be no therapy directed to the cor- 
rection of fundamental abnormalities since there 
isno concensus of opinion as to what these ab- 
normalities are. 

A little reflection brings to mind the variable 
and essentially antagonistic methods which ap- 
pear to produce beneficial results with occasional 
cases of exophthalmic goiter. For example, the 


| administration of thyroid gland substance might 


reasonably be expected to aggravate the symp- 
toms of Graves disease, and so it usually does, 
but now and then the opposite effect is notable 
and the symptoms ameliorate and the patient im- 
proves. Likewise with iodine, usually the pri- 
mary effect in exophthalmic goiter is good but 
there are exceptions and in both the instances 
tited the exceptions are quite inexplicable by any 
knowledge at present in our possession. From 
astudy of the patient or examination of the thy- 
tid gland it is not possible to note any specific 
peculiarity characterizing the case of unusual 
mode of reaction from those with the usual mode 
direaction. We construct hypotheses, of course, 
inan endeavor to solve the puzzle. But there are 
to demonstrated facts. It seems to me important 
0 emphasize this necessary empiricism in all 
methods of treatment of the Graves syndrome be- 
tase so much is written in a tone of dogmatism. 

_Of the various therapeutic measures employed 
"treating Graves disease, some may be classed 
&% general and protective, others as direct and 
specific. The general measures are often more 
Mportant than the specific and can never be safe- 
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ly ignored. Whether it is believed that a patient 
with exophthalmic goiter will recover spontane- 
ously or only after an operation it is equally im- 
portant that she have the benefit of prolonged 
rest. Surgeons have learned that prolonged rest 
increases the probability of survival after opera- 
tion in the first place and of benefit from the oper- 
ation later on. This matter of rest is probably 
the only ground on which the ultra-conservative 
physician and the enthusiastic surgeon can find 
agreement. They do agree that rest is indispensi- 
ble. In order to be of most value to the patient 
rest must mean the attainment of physical relax- 
ation and mental and emotional repose. It is just 
as difficult to attain this end in the home of the 
thyrotoxic patient as it is in the case of nervous 
disorders. Protection from the well-meaning 
meddling of the family is the crux of the situa- 
tion. It is not sufficient simply to create the en- 
vironment suitable for rest; the severely intoxic- 
ated, especially, can not lie quietly even in bed 
and their mental stream races as with one under 
constant excitement. Here is a place for drugs. 
Sleep must be secured at any cost. 

One of the peculiar attributes of the Graves 
syndrome is the increased metabolism. This in- 
creased production of heat in the body must be 
compensated for by increased food. The patient 
with this disease requires about double the 
amount of food he would ordinarily require, in 
order to maintain body weight and if for any rea- 
son this excess is not supplied body tissue will be 
burned to make good the deficit. But it is not 
sufficient to furnish an adequate diet: various 
foods have specific effects. There is no evidence 
indicating an abnormally high protein katobolism. 
At least the nitrogen excretion reverts to normal 
as soon as the excessive food demands are met by 
furnishing adequate amounts of carbohydrates. 
Moreover, there are definite reasons for limiting 
protein in the diet to an amount sufficient for 
normal persons. Protein food increases meta- 
bolism; an excess, then, is in a sense adding fuel 
to the flames. There is now a fair amount of 
evidence indicating that a diet rich in fat makes 
unusual demands on the iodine reserves of the 
body. The goiter of iodine starvation may be 
produced by an inadequate supply of iodine in 
water and food but also by conditions which 
create high demands for iodine. Of these latter 
conditions decomposed putrid food, and fatty 
foods are important. The ideal diet, then, for a 
patient with Graves disease is one containing 
about one gram of protein per kilo., and the nec- 
essary calories made up by carbohydrate, fat be- 
ing limited to that contained in natural foods. 

The values and dangers of iodine have been a 
subject for dispute in Europe during a generation. 
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In spite of immature theories and premature con- 
victions the usefulness and limitations of iodine 
will probably be definitely known in another de- 
cade. As I have already intimated the effect of 
iodine, taken internally, on the patient with ex- 
ophthalmic goiter is usually beneficial. Subjective 
symptoms and objective signs of intoxication are 
apt to decrease. But this consequence does not 
invariably follow. Occasionally there is every 
reason to believe that harm results: the meta- 
bolism rising 20 or 30 percent. and a grave toxic 
state developing. I do not here refer to cases of 
toxic adenoma of the thyroid but to exophthalmic 
goiter of the usual type showing in the thyroid 
the usual lesions. The: point I would insist upon 
is that while iodine is definitely useful, its employ- 
ment in each case is an experiment. The effect 
is often miraculous, the nervous symptoms and 
tachycardia disappearing in a few days and with- 
in a fortnight the basal metabolism falling from 
150 to 120 per cent. The duration of the effect of 
iodine is as yet not known. Time enough has not 
psssed since we began to use iodine in a system- 
aiic way to afford an adequate bulk of experi- 
eace. This much can be definitely stated: While 
some patients continue to take iodine the symp- 
toms and signs of the disease are definitely 
ameliorated for as long as three years. No 
patient under my observation has as yet taken 
iodine for a longer period. . Whether a continued 
improvement under iodine therapy can be ex- 
pected often or only rarely we do not as yet 
know because thyroidectomy is done in such a 
large proportion of the cases as soon as it be- 
comes safe to operate and the patients who are 
subjects of the experiment of prolonged treat- 
ment are the minority who refuse surgical aid. 
A systematic study of this question is much to 
be desired. It should be conducted on a series of 
young subjects of Graves disease; and the re- 
sults must be carefully controlled by laboratory 
tests. 

Iodine is not apt to have any effect in cases of 
toxic adenoma. Why this should be so is abso- 
lutely unknown although hypotheses have been sug- 
gested. 

The commonest complications of hyperthyroid- 
ism are cardiac and the commonest type of car- 
diac disorder is auricular fibriilation. Attacks 
of fibrillation lasting hours or days may occur at 
intervals for a year or more in patients who show 
no evidence of serious damage of the myocar- 
dium. But in many evidence of more or less 
cardiac insufficiency is likely to develop and it is 
not rare to see cases with dyspnea and frank 
edema. Rest in bed in these cases is of course 
imperative and whether surgical treatment of the 
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thyroid disease is contemplated or not, special 
attention to the heart disorder is_ indicated, 
Auricular fibrillation adds definitely to the hazard 
of operation and on that account every effort 
should be made before operation to effect a re- 
versal of the abnormal rhythm to normal. The 
methods of treatment for the control of auricular 
fibrillation in thyroid disease have been consid- 
ered elsewhere. 

The general methods of treatment which I have 
described are essential in every case, and appli- 
cable quite as much before and after thyroidec- 
tomy as when no operation is Leing considered, 
It is attention to these details that determines, 
not only the surgical mortality but the degree of 
improvement after operation. 

Now as to surgery. The cases of toxic aden- 
oma occurring in patients in middle life admit of 
no debate. If the thyroid tumor is not removed 
the patients succumb to cardiac disorders induced 
by thyrotoxicosis or to thyrotoxicosis purely. 
Whatever uncertainty exists concerning the 
value or necessity of surgery applies to exoph- 
thalmic goiter solely. And in deciding the appro- 
priate plan of treatment in’ each case there are 
two distinct problems for consideration; in res- 
pect to surgery, there are the immediate effect of 
operation and the remote effect. Now, while it 
seems to me debatable whether the average 
‘patient with exophthalmic goiter is in a better 
state of health a year after removal of the thyroid 
than he would have been at the same time had 
no operation been done but all the other meas- 
ures in treatment were just as carefully carried 
out, | do not think that his best insurance against 
a return of the thyrotoxic state five or ten years 
hence is in having had the thyroid removed. 

It is more difficult to decide upon standards 
for measuring improvement in cases of Graves 
disease than in many other disorders. Until the 
last few years we have had no test other than 
body weight and the patient’s impression. These 
are not reliable. Is a patient actually less dis- 
eased because he feels better? Following ton- 
sillectomy it happens not rarely that patients 
with Graves disease gain in weight and strength 
and feel altogether better, yet we often find that 
the basal metabolism has not been affected at all 
and experience indicates that the sense of im- 
provement noted by the patient is not permanent 
and that heart complications eventually arise. 
These misleading, specious cures may be effected 
at times with all sorts of methods from vaccines 
to Christian Science if the patient’s sense of well- 
being be the sole guide. Therefore, it is most im- 
portant that we have some reliable test as 4 
measure and a check on impression. The basal 
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metabolism stands in the same relation to ex- 
ophthalmic goiter as the thermometer does to 
febrile infections. It is not the sole guide but it 
is an aid to observation. Probably only the 
minority of the patients who have had exophthal- 
mic goiter ever attain normal robust health. 
While many attain sufficient health to lead useful 
lives there is quite commonly a residue of nerv- 
ous symptoms, emotional instability, or low 
vascular tone which compels the individual to 
lead a life more protected than is consistent with 
the term “cured”. It has beer claimed that this 
is the constitutional make-up on which exoph- 
thalmic goiter as a disease is engrafted, that only 
those of this constitution are susceptible, and 
that after successful treatment the patient again 
is restored to a state normal for him but still ab- 
normal, This seems to me unsatisfactory in that 
it evades the essential problem of etiology. 


SURGICAL OPERATIONS ON DIABETIC 
PATIENTS* 
Henry Rotu, M.D., F.A.CS., 


Attending Surgeon, Lebanon Hospital; Visiting Surgeon, 
Union Hospital, 
New York City. 


It is generally known that diabetes mellitus is very 
apt to be complicated by carbuncles and gangrene 
and that in many diabetics death finally results from 
one of these surgical complications. To prevent these 
fatalities operations become imperative in spite of 
the fact that diabetes mellitus has long been con- 
sidered a serious contraindication to surgical inter- 
vention. The hazards of surgical operations upon 
diabetics are undoubtedly greater than the hazards 
of similar operations upon non-diabetics. They are 
increased still more by cardiovascular, renal and 
pulmonary diseases which so ‘often complicate 
diabetes mellitus and old age. It is furthermore 
true that these cardiovascular and renal changes are 
aggravated by the diabetes, in fact they are likely 
to be more pronounced in a diabetic than in a 
non-diabetic of the same age. Diabetics were con- 
sidered poor surgical risks even though the diabetes 
was of a comparatively mild type, aithough, as a 
general rule, the risks of surgical operations were 
proportionate to the severity of the diabetes and to 
the extent of the necessary operative procedure ; the 
more marked the preoperative hyperglycemia and 
acidosis, the more likely was there to be postopera- 
tive trouble. The general condition of the patient 
and his age were additional factors in estimating 
the risks of the operation. The risks were always 
gteater after operations for infections and gangrene 
and after emergency operations for serious acute 
intraabdominal conditions, such as appendicitis, 
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cholecystitis and intestinal obstruction. In fact, the 
opinion generally prevailed that operations upon 
diabetic patients were only permissible for diseases 
which, unless relieved by operation, would lead to a 
fatal outcome. Surgeons were most reluctant to 
operate on diabetic patients because the results 
were uncertain and discouraging, and the wounds 
usually healed very slowly or did not heal at all. 
Fatal complications were even more likely to de- 
velop after operations for conditions associated with 
infections or gangrene, because the diabetes itself, 
owing to the lowered resistance of the tissues, 
favored postoperative infection. On the other hand 
it was also true that when an infection developed in 
a diabetic it usually aggravated the diabetes and the 
patient was more apt to develop an acidosis owing 
to the reduction in his ability to utilize carbohydrates 
and because the fever and loss of appetite caused in- 
creased protein metabolism. Most of the deaths fol- 
lowing operations upon diabetics resulted from coma 
or postoperative infection. 

Up to a few years ago the mortality rate in 
diabetics with surgical complications and following 
operations was discouragingly high in the experience 
of all surgeons and in all hospitals. In the last few 
years however, there has been observed a decided 
change for the better. 

This is well illustrated in a paper published by 
W. Morris Weeden* who compiled the surgical 
complications of diabetes that have been treated at 
the New York Hospital in the twenty-five years from 
1897 to 1922 inclusive and has added to these the 
small series of cases in the latter part of 1922 and 
during the year 1923 which had the advantage of the 
use of insulin. From 1897-1922 there were 160 
diabetic patients admitted to the wards ; the majority 
were between 40 and 60 years of age. In the en- 
tire series of 160 there were 59 deaths, giving a 
mortality rate of 36.8%. There were 50 patients 
who, because of their short stay in the hospital—or 
because of either mildness or severity of symptoms— 
were given no treatment for their diabetes. Of this 
number 20 died—a mortality rate of 40%. Sixty- 
nine patients were treated by some form of diet, 
and in this series 18 died,—a mortality rate of 26%. 
Forty-one patients were treated by diet, supple- 
mented with sodium bicarbonate given as circum- 
stances demanded, orally, subcutaneously or intra- 
venously and there were 21 deaths among this num- 
ber,—a mortality of 51%. This list included many 
of the surgically more severe cases; hence the high 
death rate. Weeden states that of the total of 59 
deaths, it is fair to assume that a certain number oc- 
curred because of the surgical condition of the pa- 
tients and not because of their diabetes. He re- 
ports the series of twelve patients who had the bene- 


*Mortality of Surgical Complications in Diabetes, Journal of The 
A. M. A., 82, 1165, April 12, 1924. 
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fit of treatment with insulin. In this small series 
there were two deaths, a mortality of 16.6%. 

It seems only fair to state that some reduction in 
the mortality rate was observed even before the 
discovery of insulin by Banting, mainly due to the 
work of Allen, Joslin, Foster, Ringer, Bauman, and 
other internists, who were especially interested in 
the treatment of this disease. 

The best results on record are reported by Wilder 
and Adams} from the Mayo Clinic. ‘Between Oc- 
tober 1, 1921 and October 1, 1923, .327 operations 
were performed on 251 patients with diabetes by 
ten members of the surgical staff of the Mayo 
Clinic.” The cases were divided into two groups; 
those treated before insulin was available and those 
treated subsequent to its introduction. There were 
I41 major operations in the two groups of patients. 
In the 327 operations on 251 patients there were 
four deaths, a mortality by operation of 1.2%. The 
authors express the opinion that while insulin is a 
valuable adjunct in the preoperative and postopera- 
tive treatment it can in no way replace good surgery 
and intelligent management. They bel.eve that in 
addition to cooperation between surgeon and intern- 
ist skillful surgery, wisdom in the choice of the anes- 
thetic and skill in its administration are of para- 
mount importance in the reduction of mortality. 

Personal. experience with diabetic patients treated 
and operated on in my service at Lebanon Hospital 


since 1922, while not large, bears further witness 
that operations may now be safely accomplished and 
that the results in diabetic patients may be expected 
to be equally as good as after similar operations upon 


non-diabetic patients. Although the cases are com- 
paratively few in number, they represent a variety 
of conditions such as occur in a general surgical 
service. 

Table 1. gives a list of the patients treated, their 
ages, sex, the diagnosis, nature of the operation or 
treatment, whether insulin was given, the anesthetic 
used, the result, and remarks regarding wound 
healing. 

Of the twenty patients treated, eight were men and 
twelve were women, the youngest was 37 years old 
and the oldest was a man of 70 years; the majority 
were between 50 and 65 years of age. Most of the 
patients had diabetes for years before they came 
under our observation; one had the disease for as 
long as fifteen*years. The severity of the disease 
varied. In some cases the blood sugar was as high 
as 285 mg. per 100 c.c. of blood and the CO, combin- 
ing power of the blood plasma as low as 39. 

There were three patients who had gangrene of 
the foot or toes for which amputation through the 
lower third of the thigh was done. In add.tion to 
the cases of gangrene there were six patients with 
infections of the lower or upper extremities. Two 


tWisconsin Medical Journal, 1924, 22, 557. 
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patients were operated upon for acute gangrenous 
appendicitis, one for gangrene of the cecum and one 
for a large pericholecystic abscess. There were al- 
together thirteen patients who had more or less in- 
fection as a surgical complication of the diabetes, 
Seven patients were operated on for conditions not 
associated with infection. Of these two operations 
were for prostatic hypertrophy, one each for bi- 
lateral inguinal hernia, cyst of the pancreas, carcin- 
oma of the head of the pancreas, carcinoma of the 
breast and hypernephroma of the kidney. 

Fifteen of the twenty patients received insulin as 
part of their treatment. Nitrous oxide combined 
with oxygen was the anesthetic used in fifteen opera- 
tions, once it was followed by ether and in two of the 
abdominal operations it was used in addition to novo- 
cain. Novocain alone was used in six operations, 
including the two suprapubic cystotomies preliminary 
to a prostatectomy. 

All the clean wounds healed satisfactorily except 
in one case of amputation of the thigh, in which 
sloughing of the tlaps occurred and the wound 
heaied by granulation. Of the twenty patients two 
died. 


One of these was a woman 65 years old who was ad- 
mitted to the hospital on March Zl, 1924, four days 
aiter the onset of her illness, which began with abdom- 
inmai cramps. ‘The cramps continued up io the time ot her 
admission. She had not vomited, and her bowels moved 
aitter the admunistration of enemata. tier temperature 
was 100° I. and her pulse rate was 110. ‘Lhe biood 
pressure was 1/0/85. blood examination revealed 1o,- 
400 white blood ceils with 88% polymorphonuciear cells. 
‘lwo examinations of the urine betore operation showed 
no sugar or acetone. The abdominal wails were tound 
to be tlaccid. ‘Lhe abdomen was not distended. ‘Lhere 
was some tenderness in the lower half of the abdomen 
but no rigidity, nor could any masses be felt. On the 
following days there was more detinite tenderness and 
rigidity in the right lower quadrant. Consent for opera- 
tion was finally obtained five days after admission to the 
hospital. Under nitrous oxid-oxygen anesthesia the 
abdomen was opened and it was tound that the appen- 
dix, although congested, could not be responsible for the 
patient’s condition. On further exploration it was found 
that there was an abscess to the outer side of the 
cecum and that part of the wall of the cecum looked 
necrotic. The omentum was adherent to the cecum. 
After removal of the appendix, the abscess was drained 
with two Penrose tubes. After the operation the tem- 
perature rose to 102° F. and the pulse rate to 130, The 
patient became more and more restless, delirious and 
finally drowsy. Examination of the urine two days after 
the operation showed 6.3% sugar and a ++ acetone 
reaction. The blood showed 250 mg. of sugar per 100 cc. 
and a CO: reaction of 42. Glucose solution per rectum, 
and insulin were administered repeatedly after sugar 
was found in the urine. In spite of all treatment the 
patieiit became steadily worse and she died on the 
fourth day after operation from progressive peritonitis. 
Why she did not show any sugar in the urine on several 
examinations before the operation we were unable to 
explain. However, we believe that this patient had a 
condition that would have terminated fatally even if the 
diabetes had been discovered and treated earlier. While 
it is impossible to state what the cause of the necrosis of 
the cccum was, the subsequent discovery of the hyper- 
glycemia and glycosuria suggests that the diabetes might 
have been one of the etiological factors in its develop- 
ment. 
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The second death in the series occurred in a man 70 
years old, who was admitted on April 8, 1924, with + 
jarge carbuncle on the knee and a diffuse cellulitis of the 
thigh and groin of eight days duration. He had 215 mg. 
of sugar per 100 cc. of blood and a CO: reaction of 42. 
The urine contained sugar and acetone. He was operat- 
ed upon on the following day after receiving preliminary 
medical treatment, including insulin. | Under nitrous 
oxid-oxygen anesthesia multiple incisions were made 
and adequate drainage provided for. After the operation 
the blood sugar was 210 mg. per 100 ce. with CO: 43. 
The urine contained 1% sugar and gave a + acetone 
reaction. Antidiabetic treatment, including insulin, was 
continued after the operation. The patient and his 
wounds were doing so well that he insisted upon going 
home six days after the operation. He was returned to 
my service three days later in a semicomatose state. 
He died within 24 hours in spite of treatment with in- 
sulin, glucose solution and alkalies. He had been in a 
semicomatose state for almost twenty-four hours before 
he came wnder our care without having been given any 
insulin. We believe that had he remained in the hospi- 
tal he would probably have recovered. 

The patient who had carcinoma of the head of the 
pancreas was a woman 54 years old. She was operated 
upon for the relief of jaundice which was progressively 
increasing. She had several attacks of biliary colic in 
the course of the preceding two years, each attack he- 
ing followed by jaundice. Her diabetes was discovered 
about six months before coming to the hospital. She 
had lost 60 pounds in weight since then. There was a 
globular mass in the right hypochondriac region ex- 
tending to about 2 cm. below the level of the umbilicus; 
this was taken to be the distended gall-bladder. There 
was some tenderness over this mass. The liver was also 
enlarged and reached two fingers’ breadth below the 
costal arch. There was very deep jaundice, the skin 
having an olive green color. The stools were clay-color- 
ed The temperature was, normal. The urine. contained 
4.6% sugar. After preliminary preparation with insulin, 
glucose solution, the administration of 20 grains of cal- 
cium lactate by mouth three times a day and a daily in- 
travenous injection of 5 cc. of a 10% solution of cal- 
cium chloride for three days, the patient was operated 
on, March 14, 1925. With the aid of nvovocain local 
anesthesia followed by nitrous oxid-oxygen, the abdo- 
men was opened and a very much enlarged gall-bladder 
was found containing bile-stained fluid and several cal- 
culi. A hard irregular tumor mass was felt in the head 
of the pancreas. Cholecystostomy was performed for 
the relief of the very marked jaundice. The general 
condition of the patient showed considerable improve- 
ment. Two weeks after the operation the jaundice had 
disappeared entirely. Bile was draining freely from the 
gall-bladder. There was a slightly tender mass in the 
epigastric region which grew larger as time went on 
She left the hospital on May 1, 1925. 


All the other patients left the hospital cured of 
the surgical complication of the diabetes. The com- 
paratively low mortality was undoubtedly due to the 
judicious preoperative and postoperative medical and 
surgical care which these patients received. It is 
the main purpose of this communication to review 
the various measures that were employed, and to 
illustrate how diabetic patients can be made safer 
surgical risks, and that they may be operated upon 
even for conditions which are not dependent upon 
the existing diabetes and which are not emergency 
conditions. 

The medical part of the treatment was and should 
always be entrusted to the internist and, whenever 
Possible, to one who is especially interested in dia- 
betes and is therefore an expert in the management 
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of this type of patients. Our results were un- 
doubtedly due to the close cooperation which we 
had fron the internists, competent laboratory work- 
ers and internes who were keenly interested in the 
treatment of these patients, all of whom required in- 
dividual attention to its various details. It is, how- 
ever, beyond the scope of this paper to take up the 
details of the preoperative and postoperative medi- 
cal treatment of the diabetes and I shall merely al- 
lude in a general way to the various measures that 
were employed to reduce the existing hyperglycemia 
and acidosis to a point of comparative safety. If 
the surgical complication of the diabetes was such 
that prompt surgical intervention was imperat:ve 
to save life, no time was lost in delaying operation 
for too much laboratory investigation or for the 
thorough medical preparation of the patient. When 
an infection was present the necessary surgical treat- 
mei.t was carried out first and the treatment of the 
dial.etes was started immediately after the operation. 
Occasionally it may be permissible and advisable to 
carefully administer insulin and glucose before and 
even during a prolonged operation, bearing in m'nd 
the danger of rendering a patient rapidly and entirely 
sugar-free. To control acidosis a sufficient amount 
of water was administered either by mouth, rectum, 
hypodermatically or intravenously. This was es- 
sential, especially in patients with fever or in those 
who had been vomiting or were unable to retain 
nourishment for some time before the operation or 
in those who were likely to vomit after anesthesia. 
Next in importance was the administration of an 
adequate quantity of carbohydrates, proteins and 
fat. Rectal injections of a 10% solution of glucose 
were frequently employed and orange juice was 
given to patients who could take fluids by mouth. 
The dosage of insulin given depended upon the de- 
gree of hyperglycemia and acidosis and upon the 
amount of sugar and diacetic acid in the urine. 
The latter was examined at short intervals, 
usually every two or three hours. After opera- 
tion the quantity of insulin to be given was 
gauged to a great extent by the amount of sugar 
and d’acetic acid in the urine. In several cases the 
u_e of insulin was discontinued entirely, because the 
patients were found doing well on the prescribed 
diet. The patients who required operations for some 
chronic condition, such as hernia, gall-bladder or 
pancreatic disease, hypertrophied prostate, etc., were 
prepared for several days before operation by 
proper dietary measures and the administration of 
insulin in sufficient dosage to reduce the existing 
hyperglycemia and acidosis. 

The selection and administration of the necessary 
anesthetic received very careful consideration. In 
the selection of the most suitable anesthetic it was 
essential to consider the effect of the various anes- 


AMERICAN 
JourNAL oF SuRGERY 


298 
thetics upon metabolism, the risks of the various 
anesthetics as well as the nature and extent of the 
operation. It was important to select the anesthetic 
that would not only cause the diabetic patient the 
least alarm, but one that would permit the various 
steps of the operation with the least degree of in- 
jury to tissues, whose resistance was already lowered 
by the diabetes. 

Novocain, used locally, was considered the safest 
anesthetic, providing that the operation was such that 
it could be completed in every detail with the aid of 
this particular kind of anesthesia. Novocain may 
also be used for spinal, paravertebral, sacral and 
parasacral anesthesia. In abdominal operations the 
application of local novocain anesthesia is somewhat 
limited because it does hot produce complete relaxa- 
tion of the abdominal walls. Its advantages are that 
it does not cause postoperative vomiting or nausea 
and therefore does not cause acidosis. Spinal anes- 
thesia works very well in some cases but has its own 
dangers and is not as safe as local anesthesia or as 
safe as general anesthesia induced by the inhalation 
of nitrous oxide and oxygen. The latter is undoubted- 
ly the safest anesthetic combination for diabetic pa- 
tients providing that it is administered skillfully so 
that it will not be associated with cyanosis or 
struggling. It is the general anesthetic least likely 
to cause postoperative acidosis. It was the anes- 


thetic used in most of the reported cases in which a 
general anesthetic was necessary. A small amount 
of ether may have to be administered to complete 
the intra-abdominal steps of an operation if suf- 
ficient relaxation of the abdominal walls is not ob- 
tained under nitrous oxid-oxygen or novocain local 


anesthesia. But it is important to remember that 
ether causes an increase of blood sugar even in non- 
diabetic patients and that it is very apt to cause a 
lowering of the CO, combining power of the blood 
plasma. This effect of ether is even more pro- 
nounced in diabetic patients, especially if it causes 
severe postoperative nausea and vomiting with con- 
sequent loss of fluids and an inability to take suf- 
ficient water. Although ether is known to cause or 
to increase acidosis and hyperglycemia, if it is ad- 
ministered skillfully and in very small quantities, it 
is still considered a fairly safe anesthetic by many 
surgeons. We have had no experience with ethylene. 
Chloroform should never be used. 

Knowing that the tissues of diabetics are very 
susceptible to pyogenic infections, that the lowered 
resistance of their tissues favors the rapid spread of 
an infection, and that diabetes is more difficult to 
control when an infection is present, all infections 
were promptly drained and treated according to ac- 
cepted surgical principles. After such drainage the 
fever and acidosis usually subside and the diabetes 
becomes more amenable to antidiabetic treatment. 
Insulin undoubtedly has a beneficial effect upon the 
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local condition, infection is more readily controlled, 
necrosis of tissues is less pronounced and wounds 
appear to heal much better. 

Before taking up the treatment of gangrene it may 
not be out of place to briefly review the condition 
as it occurred in our experience. It was usually 
found in individuals who had diabetes for a long 
time, but who may not have had any treatment or 
who neglected the disease because of its mild nature 
until the appearance of the surgical complication, 
which usually aggravated the diabetic condition. 
While gangrene in diabetic patients may be primarily 
due to arterial occlusion, in our patients it usually 
began as an infection after trimming a corn or callus 
and in most instances it affected the toes or some 
part of the foot first. From this point the infec- 
tion spread along the cellular tissues and developed 
into a diffuse phlegmon, requiring prompt drainage. 
Osteomyelitis of one or more phalanges and meta- 
tarsal bones with ultimate necrosis was not uncom- 
mon, and caused the development of one or more 
sinuses which lead down to necrotic bone, present- 
ing the so-called perforating ulcer of the foot. 
There was usually more extensive involvement of 
the deeper tissues than the superficial lesions might 
indicate. Prompt incision and drainage with ap- 
propriate treatment of the diabetes are very essential. 
It may not only stop the spread of the infection 
but it may forestall gangrene providing that the 
vascular disease of the limb is not too far ad- 
vanced. When arteriosclerosis is far advanced, the 
existing infection is very apt to interfere still more 
with the circulation and lead to moist gangrene with 
rapidly advancing infection and profound septicemia. 
Delay in such cases is very dangerous and prompt 
amputation of the thigh becomes necessary to stop 
the infection and to save the patient’s life. 

If the gangrene is primarily due to an advanced 
arteriosclerosis it is of the dry variety and it differs 
in no respect from the same condition in a non-dia- 
betic individual. There are no constitutional symp 
toms and severe pain is the outstanding symptom 
in most instances. The process is usually very slow, 
the gangrene progressing very slowly until, in many 
cases, a line of demarkation develops ultimately. In 
this type of cases delay may be permissible and 
amputation of a toe should not be attempted before 
a very definite line of demarkation is present and 
the mummified toe can be removed practically with- 
out an anesthetic and with very little injury to the 
tissues. In the meantime the diabetes can be prop- 
erly treated and the pain relieved with anodynes. 
Exposure to dry heat may be tried, being careful 
not to burn the foot. The main reason for hurty- 
ing an amputation in these cases is the desire of the 
patient to be relieved of the severe and almost un- 
bearable pain. It is very important to remember 
that amputation of a toe is very apt to be followed 
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Case Date of Insu- 
Number Admission Sex Age Diagnosis Surgical Treatment lin Anesthetic Result Remarks 
78557 |Jan. 12, 1922 F 55 |Cellulitis of thumb|Incision and drainage} No | Novocain, local Cured 
and necrosis of| and removal of ne- 
phalanx crosed phalanx 
80598 |July 17, 1922 M 37. |Pancreatic cyst Laparotomy and drain-| No |Nitrous oxid- Cured Satisfactory 
age of.cyst oxygen and wound healing 
ether 
80869 |Aug. 21, 1922 F 59 |Moist gangrene of|Amputation, junction No [Nitrous oxid- Cured Primary union 
foot and spreadingjof lower and middle oxygen 
infection third of thigh 
82094 | Dec. 20, 1922 F 48 |Cellulitis of foot Incisions and drainage} No _ | Nitrous oxid- Cured Satisfactory 
oxygen wound healing 
82481 |Jan. 25, 1923 57 Hypertrophy of pros-|Suprapubic prostatec- No |1. Novocain, local] Cured Satisfactory 
tate tomy, two stages II. Nitrous oxid- wound healing 
oxygen 
83444 | Apr. 25, 1923 M ®8 |Acute gangrenous ap-|Appendicectomy and Yes |Novocain, local Cured Satisfactory 
pendicitis drainage Nitrous oxid- wound healing 
oxygen 2 
86741 | Feb. 19 ,1924 F 45 Hypernephroma of Transperitoneal Yes |Nitrous oxid- Cured Primary union 
right kidney nephrectomy oxygen - 
86779 |Feb. 24, 1924 55 |Moist gangrene of| Amputation, lower Yes |Nitrous oxid- Cured Primary union 
foot third of thigh oxygen 
87081 |Mar. 21, 1924 F 65 |Gangrene of cecum|Laparotomy and Yes [Nitrous oxid- Died General peritonitis 
and pericecal ab-| drainage oxygen and sepsis 
scess 
87096 |Mar. 23, 1924 F 49 |Carcinoma of right | Radical mastectomy. Yes | Nitrous oxid- Cured Primary Union 
reast oxygen 
87167 |Mar. 9, 1924 M 45 |Cellulitis of foot and}Drainage and local Yes | None Cured Satisfactory 
Superficial ga''grene| treatment wound healing 
of toe 
87296 | Apr. 8, 1924 M 70 |Carbuncle and celiuli-| Multiple incisions and] Yes | Nitrous oxid- Died Died in coma on 
tis of knee, thigh! drainage oxygen readmission 
and groin 
87438 | Apr. 21, 1924 F 41 Acute append‘cits.| Apnendicectomy and Yes | Nitrous oxid- Cured Satisfactory 
spreading periveritis| drainage oxygen wound healing 
88730 |Aug. 19, 1924 M 57 |Bilateral inguinal Bassini hernioplasty, Yes | Novocain, local Cured Primary union 
scrotal hernia both sides * 
89445 |Oct. 29, 1924 M €1 Moist gangrene of Amputation, lower Yes |Nitrous oxid- Cured Sloughing of flaps 
. foot. Marked arter-| third of thigh oxygen Healing by 
iosclerosis granulation 
90392 |Feb. 7, 1925 M 65 |Vesical calculi and |Suprapubic prostatec-| Yes |1. Novocain, local | Cured Satisfactory _— 
prostatic hyper- tomy, two stages II. Nitrous oxid- wound healing 
tronhy oxygen 
90515 | Feb. 17, 1925 F 54 |Carcinoma of head of|Cholecystostomy Yes | Novocain, local Improved | Jaundice disap- 
pancreas and chol- and nitrous peared entirely 
elithiasis oxid-oxygen 
92402 | Aug. 19, 1925 60 |Pericholecystic ab- Incision and drainage| Yes | Novocain, local Cured Wound healed by 
___|_scess granulation 
92497 | Aug. 30, 1925 F [Cellulitis of foot and|Incisions and drainage} Yes | Novocain, local Cured Satisfactory 
necrosis of phal- Removal of phal- wound healing 
anges of toes anges 
92758 |Sept. 25, 1925 F £5 [Cellulitis of forearm |Incision and drainage| Yes | Nitrous oxid- Cured Satisfactory 


wound healing 


by a rapidly spreading infection and gangrene of the 
foot and leg. When primary dry gangrene of a 
toe becomes infected and the gangrene begins to 
spread rapidly and assumes the moist form, with 
swelling and redness of the foot and leg, with 
marked lymphangitis and lymphadenitis and the 
symptoms of a fulminating septicemia, the condi- 
tion assumes a very grave aspect and immediate 
amputation through the lower third of the thigh 
becomes imperative and offers the best chances for 


recovery. 


Whenever possible the diabetes should receive 
Amputation through the 
knee or below the knee is apt to be followed by 
infection and sloughing of the flaps necessitating 
repeated operations and anesthesias. 
may be done under nitrous oxid and oxygen or 
under spinal anesthesia. 
be the simplest and one which can be done most 
tapidly with the least of traumatism and shock. The 
flaps should be sutured very closely and as little 
Pressure should be applied to the stump as is com- 


preoperative treatment. 


The 


amputation should 


The operation 


patible with safety. There is reason to hope that 
in the future, with the use of insulin, in younger 
individuals or with the arteriosclerosis not too tar 
advanced, it will be possible to be more conservative 
and that amputations at a lower level will yield more 
satisfactory results than they have in the past. It 
is not unreasonable to believe that in some cases 
the gangrene will not spread as readily as it would 
without the use of insulin. 
ways be grave in these cases but we need no longer 


The prognosis will al- 


be afraid to operate on these patients, because we 


know that they do -very well if all possible precau- 
tions are taken to safeguard them before, during 
and after the operation. 

Owing to our ability to prevent acidosis by the ad- 
ministration of insulin and other medical treatment, 
patients with chronic diseases need no longer to be 
refused relief by operation. 

In conclusion it may be stated that with proper 
preoperative treatment most diabetic patients can 
be made safer surgical risks and that the number of 
deaths from acidosis can be materially reduced. 
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Deaths from postoperative infection shou!d and will 
become very rare and wounds in d/abet’cs should 
heal as well as in non-diabetic patients. Undoubtedly 
a great deal of success in these patients will depend 
upon the selection and skillful adm‘nistration of the 
safest and mot suitable anesthetic in each in- 
dividual case. The mortality following operation 
on diabetic patients will eventually be due to the 
same unavoidable conditions as occur in non-dia- 
betics. This improvement will come as a resu't of 
the intelligent cooperation of the internist, anes- 
thetist and surgeon. 


ANESTHESIA IN RECTAL DISEASES 


G. Mitton Lrntuicum, A.M., M.D., F.A.C.S. 


Professor of Proctology, University of Maryland, 
BALTIMORE. 


It is entirely from the surgeon’s viewpoint that 
I make any attempt to present this subject. I offer 
my own observations, and suggestions gathered from 
the work of others. 

It is difficult to define just what is meant by “rectal 
diseases.” ,By some the field is limited to the lower 
rectum and anus, for others it includes the colon. 

Remembering that practically all operations in 
every field of surgery, may be done under a local as 
well as a general anesthesia, which is the best method 
or agent for this or that surgical procedure under 
the conditions, constitution or mental poise of the 
patient ? 

There can be made no hard and fast decision 
as to the selection of the anesthetic agent, or the 
methods of administration that will apply at all 
times to a particular operation, or disease, or to a 
particular group of patients. The choice must be 
based on the consideration of all the factors in 
every case. The question is “what is the best and 
safest for the patient”, taking in advisement as a 
strong element that whatever gives the greatest as- 
sistance to the surgeon in performing a certain sur- 
gical procedure is of paramount importance in the 
patient’s welfare. 

Such suggestions as I make must of necessity be 
brief, as it is not feasible to go into great detail. 

In the cho‘ce of a general anesthetic, chloroform 
has practically been eliminated as its dangers are 
now so well known, that it is unusual to find it being 
used in modern hospitals, although it still has some 
adherents. Because of the well-known effect of 
dilating the sphincter, producing deep breathing, 
there can be no question about its absolute con- 
traindication in rectal work. 

Ether had practically supplanted everything in 
general anesthesia for major work, until, recently 
the introduction of ethylene by Luckhardt and Carter 
has made the choice between these two, controvers- 
ial. Ethylene being an innovation in the sphere of 
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work always attended with certain dangers and some 
fatal'ties, it was rapidly seized upon and extensively 
used in many hospitals. My impression is, however, 
that its employment is now much less than at first; 
although some reports, such as that of Oberhelman 
and Dyniewicz (referred to by Luckhardt and Car- 
ter) substantiate for it a less harmful effect upon the 
(alkali reserve and) blood sugar. In their summary, 
however, the claim for any advantage over ether and 
nitrous oxid anesthesia is very modest. Their con- 
clusion, after 2,000 successful uses, is that “in the 
hands of trained anesthetists it merits equal recogni- 
tion with other general anesthetics.” 

My own experience with it has been limited to a 
few cases, in which, however, it apparently pro- 
duced about the same relaxation as ether. Because 
of a fatal explosion in one of our local hospitals 
while ethylene was being used, I have become perhaps 
unduly timid in its employment. 

It is well known that a mixture of air and ethy- 
lene is far more explosive than ether and air, a 
fact not to be overlooked in the use of a cautery or 
electric spark during its administration. 

From experimental investigation and the several 
fatalities from explosion, in this respect it is certainly 
a far more dangerous agent than ether, with its 
alarming, but not fatal flare. 

Hewer (Lancet, January 24, 1925) concludes that 
“it has certain advantages over other anesthetics 
at present in use for minor operations taking a 
moderate time, which require more than nitrous ox- 
ide anesthesia.” 

To my mind the danger of its use where the actual 
cautery is to be employed, precludes it as an avail- 
able agent. 

Obtunding agents, as contrasted with general nar- 
cosis, may be local, spinal and sacral. We have 
been rather in the mental state of regarding 
local anesthesia as a method without danger, 
until it was carefully investigated by the Thera- 
peutic Research Committee of the American 
Medical Association, Emil Mayer, Chairman. 
Their conclusions from an analysis of forty-three 
unpublished deaths by local anesthetics were: I. 
Accidents are more frequent than supposed. 2. Acci- 
dents occur with the more recent synthetic agents, 
as well as the older ones. 3. While there may be 
individual susceptibilities or idiosyncrasies, departure 
from recommended concentrations accounts more 
often for the accidents, and such departure is a very 
dangerous procedure. They condemn the use of 
morphin and epinephrin as means of combating tox!- 
city from the agent, and advise the use of artificial 
respiration with perhaps cardiac massage. The symp- 
toms in fatal poisoning were the same for all agents 
used. 
Cocain alone, or with epinephrin was the agent 
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ysed in the greater number of deaths of the series. 
Alypin and stovain caused only one death each, but 
the small number should not be regarded as a safety, 
when taking into consideration the relative infre- 
quency of their employment. Butyn, alone or with 
cocain, caused five deaths in the series, indicating 
caution in its use. Two of the deaths occurred a few 
minutes after the use of a 5% solution applied in 
the nose. 

Procain, used most frequently of all the chemicals, 
caused one and possibly two of the fatalities—which 
does not justify its careless use for it is certainly 
capable of causing sudden death, when used in- 
cautiously. 

It is no uncommon custom to use a local anesthetic 
and supplement it during the operation with a general 
anesthesia, if the former is not successful. The Com- 
mittee’s report on this practice, both experimental 
and clinical observations, is of exceeding interest. 
When two local anesthetics are combined the toxi- 
city is the sum of the two, which apparently applies 
also to the combination of the local and general anes- 
thetic. This conclusion was based upon the report 
of David Macht of the Committee, who states that 
the lethal dose of cocain and alypin with animals is 
very much less when given during general anes- 
thesia, than with non-anesthetized animals. He fur- 
ther states that “one could not help draw the deduc- 
tion from those experiments that to give a general 
anesthetic on top a local anesthetic would be a very 
dangerous procedure”. 

The Committee in its report concludes that butyn, 
alypin, anesthesin, stovain and cocain are probably 
equally dangerous when injected or when applied in 
concentrated solutions. They conclude that procain 
is the safest, but capable of producing deaths in large 
dosage. 

they regard local anesthesia is safe, in safe, 
definite dosage and with proper technic; but they 
caution again its use. when grave constitutional 
diseases exist. 

The same conclusions must of necessity apply to 
use of the above chemicals, only to a greater extent, 
when they are injected intrathecally or intrategumen- 
tary. 

in rectal surgery, aside from the above intrinsic 
dangers, it would ceem a very unwise procedure 
‘o use sacral or intraspinous anesthesia where in- 
lection exists in the weinity, for the obvious danger 
of serious spread of the intecting organism. 

Furthermore, in operations for fistula local anes- 
thesia is a doubtful method, as the extent of a fistula 
i$ exceedingly uncertain, and the disease requires 
very careful investigation and complete exploration 
and drainage to obtain a successful result. 

Again, the induration in and about a fistula, make 
for very slight absorption. With considerable man- 
ipulation the patient is subjected to unnecessary pain, 
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and in this group of cases, it would appear that 
a general anesthetic is advisable. In cases where a 
pulmonary lesion exists the choice should be between 
nitrous oxid and ethylene with the latter, perhaps, to 
be preferred. 

For hemorrhoidectomy the successful use of local 
and sacral anesthesia has been well established by 
Grant (Canada M. A. J., November, 1922), Brenner, 
Syms, Ceren and Kirschman and many others. 

Rectal carcinomata are being removed more and 
more frequently with sacral anesthesia; and in the 
hands of experienced operators it seems satisfactory 
in a vast mapority of cases. Lepoutre (Bull. et Mém. 
Soc. Chir. Paris, December 11, 1923), whose ex- 
perience is based on 500 cases, considers that spinal 
anesthesia is indicated in all sub-umbilical opera- 
tions, 

Transsacral anesthesia (method of Danis), ac- 
cording to Meeker and Frazer of the Mayo Clinic 
(Surg. Gyn & Obst., December, 1922), has been 
used with satisfactory results in 225 cases in a 
variety of conditions, such as low carcinoma, hemorr- 
hoidectomy, amputations of the rectum, etc. They 
state that the greatest pain was experienced in the 
preliminary dermal injections. 

The method is certainly a very difficult one, re- 
quiring great skill in its use, it is very tedious and 
time-consuming. It would appear to me, never hav- 
ing used it, that the need for more anatomical knowl- 
edge than the average surgeon has of the sacrum, 
with its various departures from the normal, renders 
it the least desirable method of the “awake” pro- 
cedures. 

Staffel, (Zentralbl. f. Chir., May 28, 1921), in 
1921 had used parasacral anesthesia in 413 perineal 
and pelvic operations, except in deep and branching 
rectal fistula, where because of widespread infection, 
general narcosis was used. In eighteen cases the 
pelvic plexus was not completely reached. It was 
used in 56 of 65 cases for cancer of rectum with- 
out laparotomy, 52 being amputations, and 4 sacral 
resections. In 5 of these (about 10%) the anesthetic 
was insufficient. There was no fatality in the course 
of the operation. Staffel regards it as more safe 
and certain than the lumbar form. 

As to spinal anesthesia and its dangers during and 
after use, Hewitt, whose views coincide with my 
own, says: “There is not the slightest doubt that 
spinal analgesia by any ordinary method: hitherto 
introduced is more dangerous than the most danger- 
ous, of general anesthetics, chloroform.” He tur- 
ther states that in the hands of the expert it has 
proven more fatal than general anesthesia in the 
hands of the inexperienced. 

We then must decide which procedure is the one 
to follow. 

As to general anesthesia with ether, the report of 
Boris Rapoport (Boston Med. and Surg. J., August 
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2, 1923), of 1500 cases, may be used as a fair ex- 
ample; he reports 21 serious lung complications with 
3 deaths, the majority of which he believed due to 
the anesthetic, which mortality he believes can be 
materially reduced by more care and foresight. 

Again there is a group of patients who prefer 
being unconscious rather than confronted with the 
“white chamber” and all its equipment. 

There is a group of cases with cardiac, respiratory, 
or renal changes that are precluded from a general 
ether anesthesia, but may be cared for with gas- 
oxygen or ethylene, if the psychic element is present ; 
or, if indications and conditions are such as to per- 
mit, one of the “awake” methods may be used. 

No doubt many of the fatalities, complications, or 
sequellae of the general anesthetic are due not to the 
agent, but to the administrator. 

No doubt many of the failures, complications, 
fatalities and partial successes of the “awake” 
method are also due not to the agent, but to the ad- 
ministrator. 

Where the giving of an anesthetic is only by a 
trained medical man who can give a dependable 
opinion of the condition of the patient and recom- 
mend the drug to be used, then the choice will not 
be a matter for the surgeon, but rightly be left to the 
anesthetist. 

I say, further, that it should be the duty of anes- 
thetists to learn the various “awake” methods, and 
to assume that work and responsibility, so that the 
surgeon is relieved of this time-consuming procedure. 
When this is done then more successes will obtain, 
for the “awake” methods, as in most cases not 
enough time is allowed to elapse for the local agent 
to become effective. The surgeon is now compelled 
to use too much of his busy hour in injecting the 
local agent, and in awaiting for its effect, to make it a 
popular method. 

In conclusion, each method in the hand of a 
master is successful, and so long as the technic must 
be carried out by the operator, his method is the one 
of choice. 

When the anesthetists are expert in all procedures, 
the “awake” methods will, I believe, be used more 
and more to the exclusion of the sleeping method. 


The community has not done for the sick worker 
all that in the light of available knowledge he has a 
right to expect and demand of it, until there has been 
added to the average of three weeks of care in an 
acute hospital, an additional average of three weeks 
of skilled care in a modern convalescent home, where 
proof can be obtained of fitness to perform work be- 
fore a patient is discharged from medical super- 
vision.—JOHN Bryant in The Boston Medical and 
Surgical Journal. 
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ANO-RECTAL FISTULA* 
F. Martin, M.D., F.A.C.S., 
PHILADELPHIA. 

The term “ano-rectal fistula” is here used in its 
broadest sense to include any fistula in or about the 
ano-rectal region. To generalize: a fistula cannot 
exist without an antecedent, causative abscess; and 
the course and extent of the fistula will depend upon 
the location of the original suppuration, the extent 
of tissue destruction produced, and the focal en- 
trance. A fistula may be classed as a chronic sup- 
purative process, i.e., a chronic abscess. 

Probably well over 90% of pararectal abscesses 
originate from infections entering at or near the 
ano-rectal line. In this area traumatism readily oc- 
curs during the act of defecation. The free borders 
of the semilunar valves of Morgagni, ofttimes, sur- 
mounted by one or more anal papilla, may be torn, 
thus making a break in tissue continuity through 
which bacteria may enter, to be carried by the 
lymphatics to the ischio-rectal fossa, to the retro- 
rectal, or to the pelvi-rectal spaces. 

The “white line” of Hilton, just below the ano- 
rectal line, representing the condensation of tissue 
between the two sphincters, is much less elastic than 
any other portion of the anal canal. Some of the 
fibers from the mid-portion of the levator ani muscles 
find their insertion at this point. Any unusual dilata- 
tion of the anal canal may result in a tear in the 
skin along this line. As pointed out by Penning- 
ton, the tear usually will be posterior, for it is at 
this point that the fibers of the external sphincters 
give the least support to the anal sk.n. 

Infection of the thus traumatized tissue in this 
area usually results in the formation of a chronic 
ulcer or fissure; but all too frequently the process 
goes on to abscess formation. The majority of retro- 
rectal, post-anal and ischio-rectal abscesses originate 
in this way. Fairly frequently the beginning of a 
suppurative process has its origin in a cryptitis, a 
papillitis or a crypto-papillitis. 

Rectal and pararectal abscesses usually are staphy- 
lococcic infections, although the pus in most cases 
is contaminated with the colon bacillus and other 
germs. Less commonly do we find a streptococcic 
infection, while the tuberculous, or so-called cold 
abscess, fortunately is comparatively rare. Tuber- 
culous fistulas are frequently encountered, but the 
original infection in most of~ these patients dates 
back to a typical pyogenic process, the tuberculous 
change being secondary. This sequence occurs in 
patients having elsewhere in the body an active tuber- 
culous process, usually pulmonary. Broadly speak- 
ing, a localized tuberculous process would lead us 
to suspect a primary focus in the lung. 

Since pararectal collections of pus receive their 
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infective material at or near the an~-rectal line, it 
would be logical to look for the internal opening of 
the resultant fistula in this region. Here usually it 
is found. The position of the external opening or 
openings depends on many factors. The spread of 
pus along muscle sheaths and fascial planes may be 
extensive. The skin opening may result from 
maceration or pressure necrosis or may be hastened 
by the use of poultices. More often the location is 
governed by the point selected in opening these 
abscesses during their acute stage. 

It must be insisted that every pararectal abscess 
potentially is a fistula, as it becomes a fistula the 
moment the abscess either is incised or ruptures 
spontaneously. Unless the point of entrance of 
the infection is located and thoroughly dealt with at 
this time, a fistula surely will result, no matter how 
widely the abscess cavity has been drained. A wide 
excision of the infected area, including a free di- 
vision of all tissue up to and through the infected 
crypt is the only logical method for preventing 
fistula. 

I repeat that the internal opening of a fistula will 
be found usually at or near the ano-rectal line, while 
the position of the external opening or openings will 
depend upon the lines of extravasation of pus or 
upon the point or points selected for incomplete 
surgical drainage. 

While the so-called incomplete internal fistula is 
frequently encountered, an incomplete external 
fistula is almost an impossibility, certainly a rarity. 
As the infection invariably begins from within, at 
or near the ano-rectal line, there is always, potentially 
at least, an internal opening in this area. We make 
a diagnosis of an incomplete external fistula be- 
cause of our inability to locate this internal open- 
ing. We may locate this point by digital examina- 
tion, inasmuch as frequently we can feel the indura- 
tion. Often when a probe cannot be passed from 
below upward, it being stopped by the overhanging 
muscles and fascia, we may be able to pass a bent 
probe from above downward. 

The histories of patients afflicted with fistula pre- 
sent such a similarity that one picture needs little 
modification to apply to all. The following is the 
wual story: An abscess occurred associated with 
pain, swelling and fever. It either broke spontan- 
tously or was incised and packed. All acute symp- 
toms promptly subsided. In spite of continuous 
\teatment, particularly regarding “packing,” the 
wound refused to heal, and there has been an in- 
lermittant or constant discharge of serum or pus. 
This history may cover a few weeks but more com- 
monly it is represented by a period of months or 
‘ven years. Frequently the patient is told that a 
fistula is suspected, as thougli a fistula did not exist 
the moment the abscess had broken or was incised. 
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Pain is rarely mentioned except when the opening 
apparently had healed and a fresh collection of pus 
formed. This “new” abscess either broke through 
the old opening or found some new more or less 
remote point of exit, or was incised at some other 
point. In this way, external openings multiply. 

Rarely do we find more than one internal opening. 
This is situated at the point where the original 
trauma occurred and the infection entered. A rule 
having few exceptions is as follows:—“An ano- 
rectal fistula has only one internal opening, situated 
at or near the ano-rectal line.” Where the internal 
opening is above the ano-rectal line or where there 
is more than one opening, it will be found that the 
case has been a very complicated one. A pelvi-rectal 
abscess may rupture through the rectal wall, making 
a second opening in addition to the one found at the 
dentate line. At times only the upper opening can 
be found, as the original point of infection may have 
become obliterated because of the better drainage 
from above. These high internal openings usually 
are quite large, having ragged undermined edges 
and, often, at operation the tip of the finger can be 
inserted. This is particularly true where the 
process is tuberculous in character. 

Fistulas seldom heal spontaneously, inasmuch as 
the tract is constantly supplied by infective material 
from its internal opening at the base of the rectal 
ampulla. 

When an abscess has broken, or the pus evacuated 
surgically, the cavity contracts, the abscess wall 
forming a more or less fibrotic tube which in many 
cases may be palpated throughout its entire extent. 
The external opening or openings are usually 
obvious, being marked by a small depression sur- 
rounded by a slightly discolored areola or there may 
be an elevated papule or sentinal button of indurated 
inflammatory tissue covered by an egg-shell-like 
membrane, or an opening discharging thick pus or 
a seropurulent material. The internal opening may 
be located upon digital examination at or near the 
ano-rectal line, as a slight induration with a de- 
pression. Between these two points the fistulous 
tract may be palpated, making the use of a probe 
confirmatory but not a necessity. A trained finger 
is more useful than a probe. 

Some fistulas may be so tortuous and complicated 
as to require an +#-ray picture to gain a clear con- 
ception of their direction. It is important that this 
picture be taken from two or three directions, for 
a picture taken in only one plane is often mis- 
leading. Very satisfactory plates may be obtained 
if a heavy bismuth paste be injected under little 
pressure through the tracts. If much bismuth has 
been injected, it may be removed by syringing with 
olive oil. The injection of dyes has been of little 
service except to establish the fact that the tract 
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is patulous. ‘The dye then appears in the rectum 
commonly obscuring underlying lesions. During 
operation the stained tissues many times are d-fficult 
to trace, better results being gained by careful palpa- 
tion of the indurated inflammatory tissue surround- 
ing the fistula, and by careful inspection. In the 
simpler types of complete fistula it is easy to pass 
through the tract a canula containing a thin silver 
wire probe. The fistulous tract, surround'ng the 
silver probe, may thus be dissected out completely. 

If the fistula be tuberculous in type, the tract 
should be dissected out by means of an electro- 
cautery, thus sealing the lymphatics and preventing 
an extension of the local infection. In this manner 
a dense scar is produced, scar tissue being the strong- 
est barrier to the spread of a tuberculous infection. 

In many of the tuberculous type of fistulas, this 
inflammatory wall is conspicuous by its absence and, 
in prognosis, this is a point of grave import. This 
absence would seem to indicate a lack of tissue re- 
sistance, a lowered power of repair. I have seen a 
few cases of this type, in which, after operation, 
the tissue continued to melt away, resulting in ex- 
cessive destruction and ending fata.ly. 

In such cases the opening of the fistulous tract is 
apt to be large, with undermined edges, discharging 
a sero-pus, mixed with blood. The passage of a 
probe shows a tendency toward cavity formation, 


this cavity being filled with spo:.gy granulation 


tissue. Manipulation either produces free bleed.ng 
or a bloody discharge resemb.ing cranberry sauce. 

A fistulous tract, just as any other localized chronic 
suppurative process, must be considered as a very 
important focal infection, which, unless rad.cally re- 
moved, may gravely affect the patient’s general 
health. The constant absorption of septic mater.al 
from a fistulous area may be attended by marked 
systemic imbalance. Many cases of sacral neuritis, 
lumbar pains and disturbances of the bowel function 
may be traced to a rectal focal infection. While 
- it is perfectly possible to have a cardiac infection 
resulting from a primary focus in the rectum, it 
must not be forgotten that the ano-rectal region is 
but the terminal portion of the bowel. We must 
remember that most infections gain adm.ttance 
through the mouth or nose and that the discovery 
of infected accessory sinuses, teeth or tonsils marks 
the starting point of a very complicated process. 
Passing down the intestinal tract, localized infec- 
tion may occur at any point so that in add.tion to 
a local ano-rectal infection, careful examination may 
reveal an infected gall-bladder, appendix or pancreas. 
In many instances the ano-rectal lesion is but a ter- 
minal expression of infection disseminated from 
above. 

There are but two reasons for deferr:ng or re- 
fusing operation: First, grave general illness. Ad- 
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vanced and progressive tuberculosis, an advanced in- 
terstitial nephritis or a diabetes mellitus call for a 
careful study with the view of placing the patient 
in a cond‘tion for operation without an unnecessary 
risk to life. A myocarditis or an arteriosclerosis 
may be factors modifying our handling of the case. 
Some cases of advanced tuberculosis are greatly 
benefitted by operation, as they are relieved at least 
of one source of toxic absorption, reducing the load 
carried by ‘the vital processes. The same may be 
true in diabetes, as it is often observed that septic 
processes have a tendency to raise the sugar content 
of the blood. In these cases no operation should be 
done until there has been a careful laboratory check- 
up of the patient’s functional processes. Insulin 
has been of much value in controlling these cases. 
Under its wise administration wound heal:ng will 
progress normally. Operations in these difficult 
cases are made relatively safe by the judicious selec- 
tion of some special form of anesthesia, whether it 
be local, narcotic, sacral, spinal or by the inhalation 
of nitrous oxide or ethylene gases. An anesthetic 
should be selected that will give complete control 
of the operative field and produce the least systemic 
reaction or depression. For extensive operations, 
local anesthesia is unsatisfactory, as such operations 
are often incomplete. In addition, it is perfectly 
possible to spread infection through the punctured 
wounds of the introduced local anesthetic. This 
traumatism of the parts, in addition to alterations 
in anatomic rekations due to the local edema, is oft- 
times very troublesome. 

The second class of cases where operations may 
be deemed inexpedient or inadvisable is of those in 
which the pyogenic processes are so extensive and 
compl.cated as to preclude any relief without de- 
struction of the individual. The mechanical diffi- 
culties to be overcome ofttimes would seem insur- 
mountable. In some cases of fistulas complicating 
rectal stricture, with extensive destruction of the 
deep tissues of the pelvis, due to diffuse suppuration 
or to intermittent abscess formation, the infective 
foci ca:inot be erad.cated, without too great a risk 
to the patient’s life. In this type a colostomy would 
seem indicated, local operations on the infected area 
being performed only as a matter of emergency to 
relieve some acute collection of pus. 

Many patients express a great dread of fecal in- 
continence following operation and glibly tell of a 
hearsay case or of some of their friends who were 
condemned to the use of a diaper after a rectal 
operation. However, they are never able to produce 
the case to prove their point. After ail, incontinence 
is a matter of relativity, ranging all the way from 
an inab.lity to control even solid feces to instances 
in which the patients compla:n that they cannot re 
tain flatus and that when any gas does pass, the un- 
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derwear becomes stained. It has been our exper- 
ience that extensive fistula operations, even when 
there has been wide destruction of the sphincteric 
area, never result in complete incontinence. Com- 
plete incontinence, however, is frequently en- 
countered where the sensory, motor and automatic 
nerve supply has been injured or destroyed by some 
form of central nerve disease. Particularly is this 
the case in locomotor ataxia, where defecation oc- 
curs automatically without sensory control. 

In some cases a deep sulcus may be formed which 
results in varied leakage. These badly shaped scars 
are found- in cases where the suppuration has been 
extensive or where the internal fistulous opening 
has been situated well above the ano-rectal line. As 
mentioned before, a high internal open:ng should 
lead one to suspect an antecedent pelvi-rectal 
abscess. Superficial infections such as the ischio- 
rectal type, always are followed by fistulae with 
their internal openings at or near the ano-rectal line, 
the tracts lying on the fibers of the internal 
sphincter muscle and not leading through it. A com- 
plete division of this type of fistula leaves the in- 
ternal muscle intact. 

To avoid uneven contour of the rectal outlet is 
best accomplished by a complete excision of the 
fstulous tract, including the removal of all sur- 
rounding inflammatory masses, which are offshoots 
of the main tract. All overhang:ng tissue must be 
excised, even if it results in a sacrifice of a port.on 
of the sphincteric area, in order to make a scar that 
will be as flat as possible. This flattei.ed scar will 
present an even surface for the remaining portion 
of the sphincter to contract against, giving a sur- 
prisingiy satisfactory degree of coutrol. 

In these extensive cases it is important that, after 
the primary packing is removed, no other be inserted, 
as too much pack.ng retards healing and produces 
distorted scars. The wounds should be clea:.sed 
often and only an external pad dressing be employed. 
lam particularly partial to a mo.st dressing of boric 
aid so.ution w.th no packing of a..y descript.on. 

I do not advise the excision of fistuiae and prim- 
ary suture as a routine measure, for very tew cases 
are suited to this method. It should be used only 
in the comparatively short and ex.remely simple 
\ypes, where it is possible to completely excise the 
tract and yet be ab.e to obtain good coaptation of the 
cut suriaces w.thout undue traction upon the line 
of suture. Care must be taken to protect the anal 
apex of the wound to prevent re.ntection. 

_If caution be exercised in properly designing the 
incisions of the primary fistula operation, secondary 
(pair of the sphincters rarely will be indicated. 
Omitting excessive packing of the wounds will do 
much toward producing a good cosmetic and fuuc- 
‘onal result. Simpl.city is the keynote to success. 

kanliness, with the occasional application of 
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nitrate of silver or iodine, will do much toward 
keeping the granulations healthy. Operations for 
sphincter repair are often followed by better cosmetic 
results than by functional improvement. 

A thorough understanding with the patient must 
be had as to the gravity of his condition. He should 
be made to realize that his treatment is directed to 
the repair of a badly damaged and much abused 
mechanism. Second, and occasionally third, opera- 
tions may be required before the wounds are en- 
tirely and satisfactorily healed. He should be told 
to report for examination at intervals long after his 
apparent recovery. 

A systematic study of an apparently simple case 
of fistula may entirely alter our viewpoint as to the 
method of treatment to be employed. A fistula may 
be but a minor complication of a rectal stricture, 
luetic, tuberculous or even malignant in nature. ‘lhe 
patient may have tuberculosis, diabetes, nephritis or 
a cardio-vascular disease which will cail for um- 
mediate treatment, the fistula being for the time dis- 
regarded or only the mildest palliative treatment 
be.ng employed. 

Ail our efforts should be directed to more accurate 
diagnosis, both as to the present condition and as to 
the past causative factors. A thorough understand- 
ing of these and an accurate knowledge of the an- 
atomy, physiology and pathology will ind.cate the 
proper method of procedure, whether med.cinal or 
surg.cal, for giving the greatest amount of relief to 
these unfortunates. 

Prociologic treatment must be founded upon the 
most advanced surgical procedures modified to some 
extent by the somewhat septic field in which we 
work and by a proper consideration of the preserva- 
tion of function. 


PRECAUTIONS IN RECTAL OPERATIONS. 

In rectal work there are certain local effects to be 
avoided, namely, the unnecessary soiling of the 
wou..d, post-operative hemorrhage, and pain. This 
is be.t accomplished by confining the bowels for 
three or four days following operation, thus allowing 
nature to build up her defenses against infection and 
to permut the sealing of the capillaries to become 
complete. This is certainly not well accomplished if 
the patient is constautly having to pass gas. The 
wou..ds are put on a stretch, thus encouraging bleed- 
ig. Fecal particles are carried down upon the fresh- 
ly cut surfaces, all of which contribute to the pa 
tient’s discomfort, if they do not actually menace the 
patient’s life. Not infrequently the peristalsis and 
the straining required to pass the gas will also pro- 
duce a bowel movement, which causes the same com- 
plications as flatus, only to a more marked degree.— 
W. A. Fans_er in The Journal-Lancet. 
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THE USE OF PHYSIOTHERAPY IN 
INDUSTRIAL SURGERY 
Harry Eaton Stewart, M.D., 

Attending Specialist, U. S. Veterans Bureau, 
New Haven, Conn. 

Before describing the uses of physical agents it 
might be well to define and give the principal uses 
and limitations of physiotherapy in medical practice. 

By this term we mean the proper selection, com- 
bination and technic of application of all the com- 
mon physical agents in the treatment of injury or 
disease. It is always to be considered as an adjunct 
to nursing, diet, hygiene, rest, drug therapy and 
surgery in the treatment régime of the patient. In 
only a very few minor‘ conditions is the use of 
physiotherapy alone indicated. 

Modern physiotherapy came into recognition when, 
early in the war, over one hundred officers of the 
medical corps were assigned to this section. They 
came from general medicine and surgery, neurology, 
orthopedics, and various other specialties, and were 
required to learn all phases of physiotherapy. Al- 
most unlimited apparatus, technical assistance and 
clinical material were at hand. From the vast ex- 
perience gained in the supervision of literally mil- 
lions of treatments certain “fads and fancies” were 
weeded out, technic was standardized, and results of 
considerable value were accomplished. These 
physicians, most of them ignorant or skeptical be- 
fore their experience, have to a man remained in the 
field of physiotherapy. 

It was my privilege to organize the post-war work 
for the Bureau of the U. S. Public Health Service, 
and I have followed with keen interest the early 
toleration and later hearty support given physio- 
therapy by the chief medical officers of many of the 
government hospitals. This is the result of proven 
accomplishment, exemplified by the fact that a larger 
portion of government medical expenditure is ap- 
plied to physiotherapy today than ever before. 

While recognition of the worth of this work is 
growing rapidly within the profession, the fact must 
be faced that its true value is not yet appreciated 
by many prominent surgeons. In my opinion this is 
due, first, to the over-enthusiasm and “‘cure-all’’ at- 
titude of some of those who have attempted its use. 
Second, to the high pressure propaganda and com- 
mercialized teaching that has been so prominent in 
this fleld. In one quarter, at least, this has been 
so pushed to the ridiculous extreme of advertising 
that after a course of ten lectures “any physician 
will know at once how to apply any physical modality 
to any pathological condition.” This special fleld 
requires long training and experience and cannot be 
picked up in any such manner. Third, the use of 

physical agents by medical men with no special 
training with them, though they may be masters of 
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certain branches of medicine and surgery, has 
brought disappointing results and condemnation 
upon these valuable agents. It is not the type of 
scalpel that is of prime importance in an acute ap- 
pendicitis, but the hand and brain of the surgeon. 
It is not the electro-medical apparatus, but the choice, 
sequence and adequate technic of applications that is 
important in the use of these measures. 

Physiotherapy is of greater value in industrial than 
in war accident work. In our army experience the 
patients were, as a rule, young, had smaller families, 
were not as much subject to focal infection, could 
more easily be rehabilitated in the different lines, 
received occupational as well as physiotherapy, and 
had expended upon them far more than can be spent 
by compensation companies. In industrial accident 
work good surgery will, of course, minimize the 
amount of physiotherapeutic after-care necessary. 
Once the surgical operation is properly performed 
and any necessary fixation apparatus applied, physio- 
therapy becomes our main dependence for early re- 
storation of function. 

The main indications for the use of physical 
agents are: 

(1) To increase the active local circulation. 

(2) To maintain mobilization of surrounding 

joints, with the prevention of adhesions. 
(3) To aid in combating infection. 
(4) To minimize circulatory stasis and remove 
detritus from the affected part. 
1. Thermal agents are our main dependence in the 


. attempt to increase local blood supply. By means 


of superficial heat in the form of radiant light and 
heat, hot whirlpool- or paraffin-bath, or superheated 
dry air, we may secure a dilatation of the surface 
arterioles and capillaries. The depth of penetration 
varies from 13” for radiant light and heat to 
about ¥%” in the use of conductive heat. High 
frequency surface applications are also mainly super- 
ficial in their effect. To produce a localized and 
controlled deep heat, with subsequent deep capillary 
dilatation, diathermy has proven an invaluable agent. 
Since the effect of diathermy with most technics 
is central only, one of the means of superficial heat 
mentioned must be combined with it in order to 
obtain increased hyperemia through the entire area. 
As it is the circulation that brings all the repair ma- 
terial to injured tissues and quickens cellular inter- 
change, it is logical to assume that the repair time 
is diminished by these means. This fact has been 
established clinically beyond any doubt. It is but 
fair to state, however, in this connection, that in a 
recent paper before the Academy of Physiotherapy 
in Boston, Cotton of that city, who has had a wide 
experience both in fracture repair and in the use 
of physical measures, stated that he did not believe 
repair could be accelerated by these means beyond 
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the rate of what he terms the healthy normal. This 
belief I do not concur in, but it is stated here as a 
check and balance to what I may say. Among frac- 
ture surgeons there is no stronger advocate than 
Cotton of physiotherapy to assist in the presence 
of complications. 

2. Gentle passive and assistive motion once daily 
through the pain-free range of joint movement is 
valuable in preventing adhesions, and the use of 
heat above referred to minimizes inflammatory re- 
action. 

3. Radiant light and heat and diathermy, by 
doubling or tripling the local active blood supply, 
increase locally all the defensive properties of the 
blood stream. Uultra-violet light, especially from 
the water-cooled lamp, which contains the shorter 
wave lengths, applied to the surface through quartz 
lenses with compression, or into the deeper parts 
through sinus applicators, is one of the most efficient 
germicides, in proportion to its destructive action on 
the host, that we have in the whole field of medicine. 
Its photochemical sensitization upon germ pro- 
toplasm is complementary to that of many of the 
dyes, especially mercurochrome. Air-cooled ultra- 
violet light is a distinct asset in building up the gen- 
eral systemic resistance to infection, particularly in 
the presence of anemia and lowered blood calcium. 

4. Static electricity, formerly exploited in 
ignorance of its proper use, is rapidly coming into 
is own as a decongester of tissue par excellence. 
In the form of sparks it will decrease muscle spasm, 
a factor contributory to stasis. Applied as the brush 
or effleuve it is a gentle, painless, but efficient means 
of removing lymphatic swelling. When applied as 
the Morton wave to large muscle groups it produces 
an extremely deep and intense cellular and muscular 
contraction, depleting the muscle of extravasatec 
blood and lymph before they have time to organize. 
After organization, prolonged heat is a necessary 
preliminary to its use. The sinusoidal or wave 
galvanic current can be used in a similar manner in 
the absence of grave muscle injury. Certain move- 
ments of massage, properly given, are additional 
aids, 

It might be well to indicate the application of these 
general principles to the more common industrial 
accidents. 

Fractures. The modern criterion of good frac- 
lure work is restoration of function. No perfec- 
tion in alignment of fragments, checked up by the 
‘tay after setting, can relieve the surgeon from 
his obligation to minimize injury to the soft parts 
and to restore them to normal use. In uncomplicated 
accessible fractures the writer believes that repair 
time can be lessened by the use of diathermy. In 
those complicated by non-union, healing may be 
hastened in most cases by this measure combined 
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with body irradiation with ultra-violet light. In the 
presence of osteomyelitis with drainage, water-cooled 
ultra-violet light through sinus applicators is added 
to these measures. If such treatment is inaugurated 
following the surgical removal of sequestra and 
proper curetting it is rare for the condition to recur. 

In directing our efforts toward the concomitant 
injury to the soft parts we must prevent injury to 
surrounding joints from too long immobilization 
which so often results in trophic changes in the bone 
and adhesions in the joints. We must prevent 
fibrosis and minimize the atrophy and atony of dis- 
use in adjacent muscles. As an example of what 
can be done in this regard, the report by J. M. 
Wainwright in Annals of Surgery, September, 1921, 
on two series of uncomplicated fracture cases treated 
in the Moses Taylor Hospital of Scranton, Pa., 
is of interest. The average disability time in 
fractures before the use of physiotherapy was 125 
days. After physiotherapy was employed in this 
hospital it was 96 days, a saving of 29 days, of 
211%4%, in recovery time. 

All fractures in children who show any signs of 
rickets or malnutrition should be treated with the 
addition of heliotherapy or actinotherapy. I have 
several times quoted Moorhead in his insistence 
upon a very early use of massage and passive mo- 
tion.. In fractures of the elbow, especially in chil- 
dren, only the most gentle physiotherapy should be 
employed. Many such cases have been overtreated 
by enthusiasts, and myositis ossificans traumatica 
has resulted. Fractures of the hip and thigh re- 
quire prolonged immobilization and the greatest 
care in the beginning of motion. A few gentle 
stimulations with the sinusoidal or wave galvanic 
current will improve muscle tone, diathermy increase 
the blood supply, and massage and static remove 
circulatory stasis from the muscle. As early as 
possible active motion is to be insisted upon. No- 
where more than in the care of fractures is it neces- 
sary to employ the combined knowledge of the sur- 
geon and the physiotherapist. The latter covers such 
a broad field that he is, in the nature of the case, 
somewhat of a general practitioner. He cannot be 
expected to approximate the special knowledge of 
the surgeon or orthopedist in this field. Similarly, 
it is rarely possible for the surgeon to prescribe 
minutely the proper dosage and technical details with 
which the physiotherapist is familiar. 

Sprains. The necessity for x-ray examination, 
even in what may appear to be a moderate sprain, 
is well-known. In these conditions without rupture 
of ligaments physiotherapy most nearly approaches 
in its efficiency an adequate treatment. Support to 
relax the ligaments and continued use are, of course, 
generally indicated. Local external heat and local- 
ized diathermy are important. Diathermy is one of 
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the most valuable adjuncts in controlling pain. I 
employ static brush and static sparks to decongest 
after diathermy to remove assoc.ated edema. 
Hutchins of Syracuse, whose experience is wide in 
these conditions, does not believe in decongestion 
afterwards. 

Peripheral Nerve Injuries. In these conditions 
physiotherapy plays an important role. We have 
treated literally hundreds of cases in war and post- 
war days with, on the whole, gratifying results. 
Neuromata and scar tissue obstructing regeneration 
are surgical problems. Muscle testing may be 
roughly done with a faradic current. Used three 
weeks after the injury, when no response is elicited 
reaction of degeneration'has begun. To gauge the 
amount of the injury more accurately the use of 
some modification of the Lewis-Jones condenser 
outfit is desirable. With this apparatus we may 
apply, at 100 volts, an interrupted galvanic current 
of ysraded ascending microfarad capacity and obtain 
an accurate record of the threshold of response. It 
caunot be too strongly emphasized that this current 
is une for muscle testing only, and not for treatment 
purposes. It is the misuse of this current with the 
latter object which surgeons have learned to fear 
and decry, too often with the generalization, “don’t 
allow e.ectricity to be used.” For treatment pur- 
poses we depend upon a very carefully graded series 
of gentle sinusoidal stimulat:ons, coupled with 
diathermy to improve the nutrition and minimize 
fibrotic changes, and then assistive and active ex- 
ercises. Our object is to maintain muscle tone and 
the flexibility of joii.ts until the nerve has regener- 
ated. Overtreatment must be constantly guarded 
against, especially where vigorous massage, exercises, 
and electrical stimulation are used together. 

Soft Tissue Contusions. These injuries include a 
large variety of muscle bruises with tear of some 
of the fibers and exudation of blood and lymph into 
and between the muscles. As soon as capiilary bleed- 
ing has stopped superfic:al and deep heat, followed 
by either wave galvanic or sinuso.dal contractions, 
the Morton wave from the static, or petrissage or 
effleurage, are used to remove the exudate trom the 
musc.e. This must be do..e before organizat.on 
takes place. This method of treatment has markedly 
shortened the disability tame in many of these in- 
jur.es, particularly those smashing injuries of foot- 
ball which are so common. 

Lower Back Sprains. Many papers have lately 
appeared on the subject of lower back sprain. Ex- 
perience in treating many railroad and trolley acci- 
dent cases of this type has made clear certain re- 
quisites in treatment. The physiotherapy part con- 
sists in applying rad-ant light and heat, bilateral or 
through and through diathermy, static sparks, and 
massage. These measures lessen pain, relieve muscle 
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spasm, and are symptomat'cally beneficial. The pa- 
tient must, however, be supplied with a well-fitting, 
removable support otherwise return of his symp- 
toms almost always occurs because of the relaxation 
produced by the treatment. This subject is still in 
a confused state and one could speak for an hour 
concerning the various theories of the pathology and 
etiology, of these sprains. 
SUMMARY 

Physiotherapy has an undoubted place of value in 
the treatment of trauma. Skill is essential rather 
than enthusiasm. Under-treatment is better than 
over-treatment. The associated supervision of the 
surgeon is essential. Industrial insurance compan‘es, 
which are vitally concerned with these problems, 
must be convinced of the value of physical mea- 
sures on a purely financial basis. There must be a 
saving in compensation and reduction of the partial 
permanent disability greater than the cost of treat- 
ment. That this can be done under proper manage- 
ment in selected cases has been repeatedly demon- 
strated by Hutchins of Syracuse and by many 
others. To obtain results anywhere comparable to 


those of the war work, clinics must be established 
or contracts made with clinics which approximate 
in skilled supervision, complete equipment a..d 
trained technical skill those of the government hos- 
pitals. Properly chosen, adequately app.ied physio- 


therapy then becomes an adjunct of real usefulness 
to the surgeon. I believe the day is not far d.stant 
when every first-class hospital wili be provided with 
a good phys.otherapy department for the use of the 
medical staff. 

420 TEMPLE STREET. 


INGUINAL OPERATION FOR FEMORAL 
HERNIA 
LeicH F. Watson, M.D., 
CHICAGO. 

Femoral hernia is six times more frequent in 
women than in men, and it occurs more often on the 
right side of both sexes. 

The inguinal operation for femoral hernia was 
first employed by Annandale in 1876. While oper- 
ating on a patient who had an inguinal and femoral 
hernia on the same side, he discovered that the 
femoral her.ial sac was easily located and the herna 
easy to reduce through the inguinal incision. He 
sutured Poupart’s ligament to Cooper’s ligament and 
then closed the inguinal wound. The following 
year he used the inguinal route as the operation 
of choice in treating a femoral hernia. 

Zuckerkandl, after a series of anatomic dissection:, 
recommended the inguinal operation for strangulated 
femoral hernia. In 1892 Kuggi described in aeiall 
the inguinal operation for femoral hernia, just about 
as it is used at the present time; in 1893 his mono 
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graph on this method appeared. Savini modified the 
Ruggi operation by using a suprapubic midline in- 


cision to obviate the danger of direct inguinal . 


hernia which sometimes develops after operation 
by the inguinal route. 

The operation for femoral hernia by the inguinal 
route is facilitated if the patient is placed in the 
Trendelenburg position. This aids in the reduction 
of the hernia and affords a clear view of the femoral 
opening. 

The incision is made over the inguinal canal 
about an inch (2.5 cm.) above Poupart’s ligament 
and parallel to it. It is three to five inches (7.5 to 
12.5 cm.) long, and similar to the incision for in- 
guinal hernia except that the upper end does not 
extend so high, and the lower end extends down over 
the pub'c bone into the upper part of the scrotum 
or the labium majus, in the direction of the femoral 
ring or hernia. 

The aponeurosis of the external oblique is separ- 
ated in the direction of its fibers over the ingu nal 
canal. The edges of the aponeurosis are retracted, 
exposing the conjoined tendon and transversalis 
muscle. These muscles are retracted upward along 
with the spermatic cord or round ligament. Pou- 
part’s ligament and the transversalis fascia are ex- 
posed when the lower flap of the aponeurosis is re- 
tracted downward. The floor of the inguinal canal, 
which consists of transversalis fascia, is carefully 
divided parallel to the deep epigastric vessels and to 
the inner side of them. This incision is directly 
over the neck of the femoral sac. The deep epi- 
gastric vessels are retracted outward. If they are 
abnormal in their course they may be divided be- 
tween ligatures; however, they should be preserved 
whenever possible, as their division may be a pre- 
disposing cause of postoperative direct hernia. 

With the transversalis fascia incised and the edges 
retracted, the peritoneum is exposed and opened just 
above the neck of the sac. 

In nonstrangulated hernia the contents are reduced 
by gentle tract'on. If they are adherent to the wall 
of the sac, the latter is often inverted as the con- 
tents are pulled back into the abdominal cavity. If 
the contents are not adherent to the sac, it can 
usually be inverted in the following manner: A 
long narrow-blade forceps is passed to the bottom 
of the sac, the fundus grasped, and as the forceps is 
withdrawn, the sac is inverted. 

If the sac cannot be reduced through the inguinal 
Wound, it is necessary to prolong the skin incision 
down over the hernia, retract the skin downward 
and dissect the sac free of adhesions, If the hernia 
's irreduc'ble, the sac should be opened by a femoral 
Meision, the adhesions freed, diseased or redundant 
omentum ligated and excised, avd the hernia reduced. 

If there is strangulation, it is dealt with through 
the inguinal wound as it is much easier to handle it 
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here than through the femoral incision, and if in- 
testinal resection and anastomosis are required, they 
can also be done more expeditiously from the abdo- 
minal side. 

After the sac has been opened and its contents 
dealt with, it is inverted into the inguinal wound 
and treated from above. If the sac is large, I cut 
away a portion of it to facilitate invagination. After 
it is inverted the peritoneum is freed from a dis- 
tance of one-half inch (1.25 cm.) beyond the femoral 
ring, transfixed with a catgut suture, ligated 


Inguinal Operation for Femoral Hernia. The deep sutures unitin, 
Cooper’s: ligament (b) to the internal oblique and transversalis (a) 
have been tied; the sutures approximating Cooper’s ligament (b) and 
Poupart’s ligament (d) are ready to be tied. The cord (c) is re- 
tracted outward. 


and excised. If the femoral opening is large, a 
purse-string suture of the neck of the sac is often 
preferable to simple ligation. 

Two to four chromicized catgut or kangaroo tendon 
sutures are required to close the femoral ring. A 
small full-curved needle threaded with the suture 
is passed through Cooper’s ligament near the sheath 
of the iliac vein, as the latter is pressed outward 
by the finger or a small retractor. A good plan is 
to pass the needle deep enough to include the peri- 
osteum, and even scrape the bone. Next, the suture 
takes a good bite in the lower flap of transversalis 
fascia and the edge of Poupart’s ligament. This 
suture is not tied until all are placed. Two or three 
additional sutures are inserted, depending on the size 
of the opening; the innermost suture takes a bite 
in Gimbernat’s ligament also. When the sutures are 
tied, the femoral opening is closed by the approxima- 
tion of Cooper’s ligament to Poupart’s ligame' t. 

Cooper’s ligament, which’ is a firm dense white 
band of fibrous tissue, must always be thoroughly 
exposed before any suturing is attempted. The 
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pectineal fascia, which forms the posterior margin 
of the femoral canal, is sometimes mistaken for 
Cooper’s ligament. 

The internal oblique, transversalis muscle, and the 
upper flap of transversalis fascia are sutured to 
Poupart’s ligament with interrupted chromicized 
catgut or kangaroo tendon. 

The cord is usually not transplanted, unless the 
internal inguinal ring is dilated, or the musculature 
of the canal is weak; or unless there is more than 
the usual danger of a direct hernia occurring through 
the inguinal incision. 

The subcutaneous tissues and skin are closed in 
the usual manner without drainage. 

Combined Abdominal and Femoral Incision. 
Some surgeons prefer the combined femoral 
and abdominal incision in operating for femoral 
hernia, especially if strangulation is suspected. 
A good technic for the combined operation is as fol- 
lows: An incision three inches (7.5 cm.) long is 
made with its first half over the inguinal canal 
parallel with Poupart’s ligament. The second part 
curves down directly over the hernia. The aponeu- 
rosis of the external oblique is incised vertically, 
beginning at Poupart’s ligament and extending 
downward along the border of the femoral vein for 
a distance of about one inch (2.5 cm.). 

Poupart’s ligament is separated in the direction 
of its fibers, the sac exposed and opened, the con- 
tents reduced and dealt with in the usual manner, 
and the sac ligated as high as possible. The divided 
edge of Poupart’s ligament and the conjoined tendon 
are retracted upward. Cooper’s ligament is exposed, 
and the conjoined tendon and the upper edge of the 
flap of Poupart’s ligament are sutured to it. 

In dealing with strangulated femoral hernia 
through the combined inguinal and femoral incision, 
any omentum in the sac should always be ligated 
and excised before reduction is attempted. Gentle 
traction is made first on one and then on another 
portion of the strangulated loop, combined with 
light taxis on the tumor. It is usually a simple mat- 
ter to reduce the hernia by this maneuver ; however, 
if this is not immediately successful, it is necessary 
to enlarge the femoral ring by nicking Gimbernat’s 
ligament. 

CONCLUSIONS 

The inguinal operation for femoral hernia has the 
following advantages over the femoral route: It 
gives a good view of the sac and contents; the con- 
striction is quickly located and easily divided; an 
abnormal obturator artery is easily seen if present ; 
there is more room to deal with the intestine. and 
resection or anastomosis, if necessary, can be car- 
ried out easily and without traction on the loops; 
and it also permits inspection of the intestine at a 
distance from the ring beyond the point of con- 
striction. 
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One of the serious objections:to the inguinal sti 
operation in strangulated hernia is the reduction of ap 
the more or less contaminated contents of the sac ha 
into the abdominal cavity. The inguinal incision ne 
opens Hesselbach’s triangle, consequently there is sh 
always danger of a postoperative direct inguinal che 
hernia, which is more difficult of cure than the § © 
original femoral hernia. The inguinal operation is me 
more difficult and requires more time than operation obs 
by the femoral route. It is more troublesome in § 
males, on account of the obstruction of the cord, bla 
than in females. In obese subjects difficulty is § the 
usually encountered in suturing the conjoined tendon 5 I 
to Cooper’s ligament. ing 
It cf 
CARCINOMA OF GALLBLADDER: A CASE the 
REPORT* It 
J. GARLAND A.M., M.D., F.A.C.S., leat 
Lourisvitte, Ky. of 
During July, 1925, I was consulted by Mrs. M. N., aged I ha 
55, suffering with advanced cholelithiasis. Considerable dis- of h 
tension of the gallbladder was revealed by deep palpa- tec 
tion, and the diagnosis was unmistakable. There had been y 
present more or less jaundice and other characteristic mani- seg 
festations of obstruction in the biliary apparatus for many men 
months. 
At operation the walls of the gallbladder were found . 
indurated and thickened, which should have ‘made me sus- two 
picious of malignancy. However, as I had seen many Buck 
patients entirely recover under identical circumstances after P 
cholecystostomy, my decision was against cholecystectomy. On | 
Drainage continued a shorter time than is usual in such opera 
cases, i. e., about three weeks. The drainage tube was fe- Th 
moved by accident and was not replaced. Within a month leter 
drainage ceased, the wound had healed, and the patient passed j Pucte 
from observation, returning to her home in the country. slight 
On September 22, 1925, when the patient returned, there questi 
was found a large, indurated mass, at least two inches 
in thickness, involving the skin and muscular tissues of the “0se 
right abdominal wall and extending backward and laterally, were 
evidently implicating the gallbladder and liver. We know and di 
that not infrequently considerable induration occurs around Th; 
the drainage tract following cholecystostomy, especial!) E hi 
where there is beginning abscess formation, therefore tem- Hof the 
porizing methods, consisting of hot applications, etc., wert typical 
applied for four days. At the expiration of that time the 
mass seemed somewhat smaller, but did not become sof ad h 
as an abscess should. theory 
On September 25th, an incision was made through the take 
scar tissue into the indurated area, and the moment th W 
knife entered the tissues,—which cut like leather,—it be the fir, 
came evident that the growth was malignant. The thick: appear 
ened gallbladder was easily isolated and separated from the ical 
intestine and underlying structures, but the tumor Wig yl 
densely adherent to the skin and also the liver. tion mi 
The specimen consists on one surface of skin; on the in cert: 
reverse side is a portion of the gallbladder and a sectio? I 
about three by three inches of liver tissue which show am 
cancerous invasion. P definite 
I doubt that this operation will permanently bene" patient. 
the patient, but the gross appearance of the spe‘ iavorap 
men shows that excision extended well beyond th howeve; 
limits of carcinomatous involvment. deduced 
The observation is interesting that several YO"M choi. 
ago Slade reported a large series of autopsies whe Patali 
cholelithiasis was present, and 66% disclosed mic bestpon 
scopic evidences of malignancy. Of course, HM cater» 
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statistics, coming from the dead house, would not 
apply to earlier stages of the disease. My experience 
has been that the percentage of malignancy is not 
nearly that high. My investigations some time ago 
showed that carcinoma occurred during the course of 
cholelithiasis in from 2%—16% of cases according 
to various observers. While I do not recall the exact 
number of cases that have come under my personal 
observation, I have certainly seen at least four pa- 
tients who had primary carcinoma involving the gall- 
bladder. I may say, in passing, that the majority of 
the patients did not recover. 

In the present instance I hesitated before remov- 
ing the mass and a section of the liver, but found 
it could be easily and safely accomplished so far as 
the immediate operative steps were concerned. 

In removing a portion of the liver one important 
feature must not be disregarded, viz., the control 
of hemorrhage. A number of years ago I thought 
I had discovered something original in the control 
of hemorrhage from liver tissue. It was found that 
by clamping, or grasping with thumb and fingers, a 
segment of the lesser omentum anterior to the fora- 
men of Winslow, hemorrhage could be completely 
controlled, and this method was practiced on one or 
two occasions. I found, however, in Bryant and 
Buck’s “American Practice of Surgery” a descrip- 
tion of this method for securing hemostasis during 
operations upon the liver. 

The operative steps in the present case were com- 
pleted without blood loss. However, there was 
light oozing at the close of the operation, and the 
question arose whether to introduce a packing, or to 
close the wound without drainage. By the time we 
were ready to close the incision oozing had cease, 
and drainage was not practiced. 

This case is reported as one of primary carcinoma 
of the gallbladder. The specimen grossly shows 
typical carcinomatous infiltration of the cholecystic 
and hepatic tissues. If credence be given to the 
theory of precancerous lesions, undoubtedly a mis- 
take was made in not performing cholecystectomy at 
the first operation. However, the tissues did not 
appear malignant at that time, but they were chron- 
ically inflamed, and perhaps microscopic examina- 
tion might have revealed carcinomatous involvement 
in certain areas. 

I'am not an advocate of cholecystectomy without 
(efinite indications, because the majority of these 
patients do better and the ultimate results are more 

lavorable after gallbladder drainage. This case, 
however, represents one argument that may be 
deduced in favor,of cholecystectomy when advanced 
cholelithiasis is present. 

Fatality might have been prevented, or at least 
Postponed, had cholecystectomy been performed 
‘atlier ; and this case may cause modification of some 
of my views on the subject. My present attitude is: 
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That in any case where the gallbladder is function- 
less, because of the presence of cicatricial, thickened 
and indurated tissue, or where there is palpable evi- 
dence of carcinomatous involvement, cholecystectomy 
should be performed. In lesser degrees of inflam- 
mation, without evidence of malignancy, where re- 
storation of function is possible, the patient should 
be treated by cholecystostomy and prolonged drain- 
age. 

It is known that calculi are nearly always present 
(about ninety per cent of cases) in carcinoma of the 
gallbladder, either in the biliary passage or in the 
gallbladder itself, and stasis of bile is thereby pro- 
duced. In quite an extensive investigation of this 
subject a few years ago, there was found a marked 
difference of opinion as to the role of gallstones 
in the causation of malignancy, and that of carcinoma 
as a causative factor in cholelithiasis. In my opinion 
the presence of prolonged irritation, biliary stasis 
and infection noted in sixty-six per cent of cases 
post-mortem (Slade’s report), where carcinoma and 
cholelithiasis coexisted, is very suggestive. 

If there is a precancerous stage of malignancy in 
any situation, it might be present in the gallbladder 
as well as in any other portion of the human body; 
but this is a point which is still the subject of debate. 
I am largely of the opinion expressed by the late 
Professor John A. Ouchterlony, of Louisville, that 
“the patient either has the disease, or he has not.” 
According to the prevailing theory, every lesion 
might be regarded as precancerous, in that carcinoma 
may later develop in that particular situation. Of 
course, it is agreed that the source of chronic irrita- 
tion should be eliminated wherever it may exist, 
because of the possible influence it may have later 
inducing malignant tissue change. Personally, how- 
ever, I am strongly of the opinion that carcinoma 
is due to a living organism; that the infection, what- 
ever it may be, enters irritated or denuded surfaces ; 
that the irritation opens channels which permit inva- 
sion of cancer cells. 

FRANCIS BUILDING. 


ACUTE PANCREATITIS. 

It is erroneous to believe that acute pancreatitis is 
necessarily associated with fat necrosis and hemor- 
rhage, for experience has shown that it may occur as 
a simple non-suppurative inflammation characterized 
by swelling, edema, and tenderness at the site of the 
organ. Usually, in this type, the head is the part 
affected, but the entire organ may also be involved 
in the process. These non-inflammatory cases are 
sometimes described as pancreatic apoplexy. They 
are almost invariably associated with disease of the 
gallbladder, with or without calculi, or, possibly, the 
duodenum. — Joun B. Deaver in N. Y. Medical 
Journal and Record. 
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ANNOUNCEMENT 


THE AMERICAN JOURNAL OF SuRGERY has been 
selected as the medium for the publ'cat‘on of the 
“transactions” of the New York Academy of Medi- 
cine’s Section of Surgery. The meetings of this 
important group of about four hundred active sur- 
geons have never before been reported in print, and 
there have thus been lost to surgical literature valu- 
able presentations and discussions, current expres- 
sio rs of the progressive thought and activities of the 
older and younger surgeons of the many hospitals 
of Greater New York. Papers read at these meet- 
ings have been scattered among various periodicals, 
where they have appeared without the discussions 
to which they gave rise. 

In accepting the privilege and the responsibility 
of publishing these Transactions we believe that we 
shall be doing a service not merely to the member- 
ship of the New York Academy of Medicine but 
to the profession generally, and that we shall ma- 
terially increase the value of the JouRNAL to its 
many readers. 

This publication will begin in the next (January) 
issue. Stenographic transcripts of the 1925 meet- 
ings, verified by each speaker, have been prepared 
by the Section’s reporter, Miss Edith Phelps; and 
we shall print these first. There were, as usual, 
eight meetings this year. The November meeting. 
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however, was a go‘ter symposium held jointly with 
the Section of Medicine, and two of the papers then 
read (by Goetsch and by Foster) appear in this 
number of the JouRNAL. Reports of the seven re- 
main’ng 1925 meetings will be given as much space 
as can be spared in the next few issues. To ac- 
commodate them rap'dly—in order not to delay un- 
duly the appearance of the reports of 1926 meet- 
ings—we may find it recessary to condense them 
somewhat and to om't or abbreviate some depart- 
ments of the JouRNAL. It is our expectation that 
dur’ng the summer months, if not sooner, we shall 
catch up with the latest reported meeting, and that 
thereafter we shall publish the transactions of each 
meeting as soon as their preparation and ver‘fication 
will make it possible to do so. 


THE TREATMENT OF ACUTE JOINT 
SUPPURATION 


Willems’ treatment of acute suppurative arthritis 
by simple arthrotomy and immediate active motion 
was one of the developments of surgery in the 
World War that was widely accepted as an important 
advance. As compared with prolonged immobiliza- 
tion and, especially, as contrasted with the older 
procedure of tube drainage (which is almost always 
destructive of joint function) it was indeed an ad- 
vance. Further experiences with the method have, 
however, rather disappointed our earlier expecta- 
tions. In the first place, it is often not possible, 
especially in children, to institute active mot’on of 
so panful a joint nor, even when there is not an 
associated osteomyelitis or fracture, can one often 
succeed in getting the patiest to walk at once, which 
Willems insisted upon in knee suppurat’ons. More- 
over, it has not been disproved that rest is desirable 
for acute joint infect’ons ard that pressure of sup 
purating jo'nt surfaces, as in walking, increases the 
risk of cartilage destruction. 

The outcome of acute joint suppurat’on probably 
depends upon several factors: the nature of the in- 
fecting organism, the virulence of the infection, the 
age and the resistance of the patient ; and in evaluat- 
ing ay plan of treatment such factors must be taken 


‘ into consideration. While the prognosis in children 


is better than in adults, Harris’ study of Acute Sup- 
purative Arthritis in Children (The Journal of Bone 
and Joint Surgery, October, 1925) is pertinent and 
illuminating. He does not favor treatment by aspita- 
tion and the injection of antiseptics for, while this 
is often successful in mild cases, the severity of the 
infection can not be determined at the outset, and 
because fibrin masses prevent adequate remov 

through a needle of the pus, the digestive action of 
which is destructive of cartilage. Nor does he ap 
prove the Willems treatment. It “‘is inapplicable to 
children, since it is impossible to secure from them 
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sufficient cooperation... .Contraction of the muscles 

..expresses pus from pockets which are not 
readily emptied by any other means. It has, how- 
ever, the great disadvantage that it results in in- 
creased pressure upon and friction between the 
articular cartilages, which are already damaged by 
the infective process. This cannot fail to increase 
the destruction of the cartilage, and therefore the 
probability of permanent damage to the joint. It 
would, moreover, seem contrary to all principles of 
treatment to insist upon the movement of acutely 
painful joints.” Harris recommends prompt simple 
arthrotomy (in the case of the hip inserting a drain 
to but not into the joint), followed by fixation and 
extension, to be “retained only during the acute 
phase of the disease. As soon as the infection has 
subsided they should be discarded for short but 
increasing lengths of time until in the course of one 
or two weeks they can be removed entirely.” 

Perhaps, for adults especially, one might advisedly 
adopt a combination of various measures, thus: 
simple arthrotomy, fixation on a ‘splint with separa- 
tion of joint surfaces by traction, and removal of 
the apparatus at intervals for brief periods of move- 
ment to express pus from the joint pockets, increas- 
ing the periods of non-fixation as the infection 
subsides. 

The treatment of the acute suppurative arthritides 
has by no means attained or even approached stand- 
ardization. It is a subject that affords abundant 
opportunity for surgical research. 


“WATER ON THE KNEE” 


While great discoveries in medicine are quickly 
adopted into practice other advances, not thus widely 
heralded, only slowly displace traditional notions 
and methods. We venture to assert that nine prac- 
titioners out of ten—perhaps ninety-nine out of a 
hundred—treat traumatic synovitis of the knee 
(so-called “water on the knee”) by tedious splint- 
ing, strapping, baking, massage, etc., desp.te the fact, 
or in ignorance of the fact, that aspiration of the 
fluid at once relieves pain and restores mobility and 
reduces the period of disability from two months or 
more to two weeks or less. 

Delay in general acceptance of the treatment 
of acute traumatic joint effusions by aspiration and 
mobilization has been due, perhaps, largely to the 
fact that it has been reported chiefly, if not exclu- 
sively, in surgical journals, but also, fundamentally, 
lo fear of infecting a joint by inserting a needle into 
itand to the traditional notion that the effusion i is of 
scrum only and is produced, usually, by a “sprain.” 
With familiar aseptic precautions, aspiration of the 
distended knee joint is safer as well as simpler than 
pirating the chest. At the outset the effusion is 
fot merely serous; it is blood or bloody. There is 
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therefore a tear of the capsule and of ligament, 
cartilage or bone. One or two aspirations are usually 
sufficient to effect a cure, especially if weight-bearing 
is forbidden for a few days while motion is, mean- 
while, encouraged. If cure is not thus obtained 
within about two weeks, if effusion recurs several 
times, the injury is not merely a ligamentous 
“sprain.” An infraction of bone or an_ osteo- 
chondral detachment is often diagnosticable at the 
outset by roentgenography, which should be routine 
in joint injuries. 


Progress in Surgery 


Selections from Recent Literature 


Recklinghausen’s Disease. HENry SCHNEIDERMAN, Kan- 
sas City, Mo. Archives of Dermatology and ‘Syphil- 
ology, October, 1925. 

There are two theories concerning the etiology of 
Recklinghausen’s disease: one explains this disease as 
a congenital embryonal disturbance between the ecto- 
derm and its innervations; the other attributes it to a 
disturbance in some of the endocrine glands. 

Recklinghausen’s disease or neurofibromatosis is a 
constitutional disturbance affecting the whole nervous 
system. The most common findings are the cutaneous 
tumors. These may vary in size from that of a millet 
seed to 7 pounds in weight. The tumors may vary in 
number from one to very many (4,503 were found by 
Hashimoto in a Japanese patient). In some parts of the 
body, the tumors occasionally assume elephantiasis-like 
formations. ‘These tumors, although usually found at 
birth, in a certain number of cases may be so small and 
few at birth and early childhood as to escape notice, 
but during such physiologic periods as puberty, preg- 
nancy, lactation or menopause, or following intectious 
diseases, begin to increase in size and number. 

Of the cutaneous manifestations next in frequency are 
various anomalies of pigment. These occur either in the 
form of freckles or in confluent areas. In a small num- 
ber of patients, the whole skin may become dark brown. 

Next in frequency to the cutaneous manifestations are 
disturbances in the nervous system, psychic, sympathetic 
and sensorimotor. The psychic disturbances usually con- 
ist of feeblemindedness, idiocy, dulness and apathy. The 
sympathetic nervous disturbances consist of tachycar- 
dias, tremors, sweating, various paresthésias and men- 
strual disturbances. ‘Lhe latter vary from slight irreg- 
ularities to complete absence. Sensorimotor disturb- 
ances consist of neuralgic pains as well as of muscle 
weakness. 

Besides the cutaneous and nervous disturbances, a 
number of these patients reveal various osseous anoma- 
lies, such as a scoliosis of the spine and atrophy or cysts 
of the long bones. Furthermore, any organ in the body 
of a patient with Recklinghausen’s disease may be the 
seat ot a neurofibroma and thus give symptoms pertain- 
ing to disturbances of the organ. 

The study of Schneiderman’s cases fails to reveal any 
endocrine dysfunction in the etiology. It supports, how- 
ever, the theory of an embryonic disturbance in the ecto- 
derm as the cause of neurofibromatosis. Recklinghau- 
sens’ disease has a distinct hereditary tendency in the 
great majority of cases, if not in all. 

In a number of reported cases there were disturbances 
in the endocrine glands during life and tumors postmor- 
tem, but a constitutional disorder like Recklinghausen’s 
disease, attacking as it does the whole nervous system, 
and predisposing as it does not only the skin but the 
various organs in the body to tumor formation, may also 
attack the endocrine glands, either by some structural or 
functional disturbances of the nerves of these glands or 
by tumor formation. 
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Periarterial Sympathectomy. [ra Conen, New York. 
Annals of Surgery, November, 1925. 

Cohen reports 11 cases of periarterial sympathectomy. 
Seven were of arteriosclerotic origin, two were thromboan- 
giitic, one was a trophic ulcer, and one was an ulcer in a 
mild diabetic perhaps on a thromboangiitic basis. Three 
patients were completely relieved of pain, one of whom, 
however, lived too short a time to determine the permanency 
of the relief and one subsequently lost several toes in which 
dry gangrene existed at the time of the sympathectomy. 
One of the thromboangiitic cases was slightly but only 
temporarily improved. The trophic ulcer was somewhat 
benefited. In the remaining six cases no~-benefit could be 
seen from the operation. 


Periarterial Sympathectomy. (De la 
péri-artérielle). Pierre Mornarp, Paris. 
Chirurgie, Vol. 44, No. 6, 1925. 

Mornard reports on a series of 15 cases in which, ac- 
cording to other authors, periarterial sympathectomy 
was indicated. Except in the cases of varicose ulcer or 
to post-phlebitic ulcer, the late results were very disap- 
pointing. There was a period of apparent improvement 
immediately following the operation but within three or 
four months, the old lesions returned. He maintains 
the curative value of peri-arterial sympathectomy is nil. 


sympathectomie 
Revue de 


Epithelioma and the Chronic Varicose Ulcer. LEILA 
CHARLTON Knox, New York. The Journal of the 
A.M.A., October 3, 1925. 

The author concludes as follows: There are accurate re- 
ports of only fifty-nine epitheliomas arising in chronic vari- 
cose crural ulcers. The number of the reported cases is 
about the same as those arising in scars and fistulas. These 
occur almost exclusively between the ages of 40 and 60, run 
a slower course than other squamous cell epitheliomas, and 
probably lead to metastasis later. They are in no sense 
benign. It is probable that chronic dermatitis more than 
the varicosities and altered blood supply alone incites the 
condition. These tumors seldom arise until an ulcer has 
been present for at least fifteen years. 


Modern Views on Diseases of the Thyroid Gland, With 
Special Reference to Hypothyroidism and Hyper- 
thyroidism. J. SHetton Horstey, Richmond, Va. 
Virginia Medical Monthly, October, 1925. 

Treatment for a _ typical case of hyperthyroidism 
would be, first of all, admission to the hospital and a 
careful study by the medical department, which, of 
course, includes a basal metabolism test. The general 
condition of the patient and the rate of the basal meta- 
bolism influence us in the decision about operation. lf 
the case is comparatively mild and yet operation seems 
advisable, it is done in four or five days. If severe, the 
patient is kept in bed for several weeks. In the mean- 
time, Lugol’s solution is given, about twenty to thirty 
drops a day. In some cases of hyperthyroidism appar- 
ently from toxic adenoma Lugol’s solution seems to 
benefit; in others it is not helpful. We give it in all 
cases and discontinue it in those it does not help after 
two or three days. The patient remains as quiet as 
possible in bed and takes an abundance of water and 
milk. An ice-cap is placed over the neck, one over the 
heart, and sometimes on the head. The usual prelim- 
inary hypodermic and ether jacket are used several days 
beiore the operation. The operation is done as early in 
the morning as possible. The patient is brought quietly 
to the operating room with the face covered and, pre- 
ferably, with cotton in the ears. This preliminary prepar- 
ation of covering the face and stuffing the ears with cot- 
ton is done for several days before operation. Ethylene 
is given on the stretcher, and the patient, when partly 
under the anesthetic, is removed to the operating table. 

The area of operation is injected rather freely with a 
solution of one-half of one per cent novocain made up 
in Ringer’s solution from freshly distilled water. The 
technic of Crile is followed, making the incision slightly 
curved downward from the sternomastoid muscle on one 
side to a corresponding point on the other. The lower 
portion of the incision comes to about one and. one-half 
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inches above the sternum. The flaps are dissected up 
and down, and more novocain is injected. The ribbon 
muscles are split longitudinally from the larynx to the 
sternum. The thyroid isthmus is divided in the midline 
almost to the trachea. On the right side the isthmus js 
dissected from the trachea for about three-fourths of an 
inch, and the dissection is carried along the upper border 
of the thyroid, where the attachments to the region of 
the larynx are clamped and divided. After mobilizing 
the right lobe in this manner, particularly after freeing 
the upper attachments, it comes easily into the wound, 
The vessels are clamped along the outer margin of the 
thyroid and the thyroid lobe, being thus blocked off vas- 
cularly, is dissected from its outer margin to the trachea, 
With the finger on the trachea and the under portion 
of the isthmus freed from the trachea, the general direc- 
tion of the dissection can be readily governed. In this 
way a thin layer of thyroid tissue is left covering the 
recurrent laryngeal nerve and the tissues around it. The 
clamped vessels are quickly controlled by whipping over 
two or three bleeding points at a time with plain catgut 
in a needle. 

If the patient is not doing well during the operation, 
the wound is packed with gauze wrung out of a 1-10,000 
solution of acriflavine, and the patient is returned to bed 
after removing only one lobe. About two days later 
the other thyroid lobe .is removed and the wound closed, 
or, if the patient’s condition is not satisfactory after the 
removal of the second lobe, acriflavine packing is again 
inserted and the wound closed later at a third operation. 
If the packing be left too long, suppuration is prone to 
occur. When the packing is removed it should be done 
with great care. 

The postoperative treatment consists in quiet, an 
abundance of water, and ice-caps. A certain amount of 
Lugol’s solution may also be given if the stomach can 
retain it, though, if the patient has taken Lugol’s solu- 
tion before the operation, it will not be necessary to 
push it so strenuously afterwards. Recently, Horsley 
has given glucose intravenously. These patients burn 
up a quantity of carbohydrates, and if they cannot secure 
carbohydrates they use tissue cells. By supplying abun- 
dant glucose the necessary fuel is furnished and the tis- 
sues are protected. 


Surgery of Recent Wounds of the Heart. (La chirwr- 
gie des plaies recentes du coeur). M. H. Costantini, 
Algiers. Archives Franco-Belges de Chirurgie, Vol. 2, 
No. 5, 1925. Na 

Wounds of the heart may be caused by penetrating instru- 
ments, revolver shots, or by contracoup. The wound s0 
caused may lead either to immediate death as a result oi 
severe hemorrhage, or may occasion at first only slight 
hemorrhage which permits the surgeon opportunity to oper- 
ate. It is these latter cases which are discussed. The size 
of the wound of entrance is no indication whatsoever to 
the existance or the size of the cardiac wound. In those 
cases in which the hemorrhage is slow and immediate death 

does not occur, the symptomatology is that occasioned by a 

slowly increasing collection of blood in the pericardial 

cavity, viz., enlargement of the area of cardiac dullness, 
abnormal murmurs, disappearance of cardiac sounds. _ The 

patient gives evidence of hemorrhage and has in addition 4 

rather characteristic sign, cyanosis of the ears, lips and 

tip of the nose. The x-ray is indispensible in establishing 

a positive diagnosis. Exploratory puncture should not be 

undertaken because of the danger of further injuring the 

heart. The treatment consists of exposing the heart by ally 
one of several methods. Either a wide dissection of cartilage 
or a sternum-splitting operation. Once the pericardium & 
incised it is essential to stop the hemorrhage by pluggié 
the hole with the finger. and then carefully suturing the 
laceration with round needles armed with either silk of 
linen. Great gentleness must be employed in handling the 
heart to avoid sudden stopping. The pericardial toilet § 
carefully carried out and the cavity closed without draimagt 

In a large series of cases reported by numerous authors, 

the mortality is about 50 per cent. Wounds of the ventricle, 

particularly of the left, are much more serious. than wo 
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of the auricle. Apart from infection, and the dangers of 
hemorrhage, the most serious complication to be feared is 
embolism. This may occur in the pulmonary circulation 
or in the large systemic circulation. 


Cardiolysis (La cardiolyse). Epwarp Detmore, Paris. 
Archives Franco-Belges de Chirurgie, Vol. 28, No. 5, 
1925. 

Delorme calls attention again to the operation described 
by him in 1898 for the purpose of destroying pericardial 
adhesions in cases in which the heart action is impaired. He 
resects the 5th and 6th left costal cartilages to expose the 
pericardium. This is incised, and the pericardial adhesions 
are broken by means of the index finger. It is indicated 
in the pericardial adhesions caused by rheumatic fever and 
tuberculosis, where the heart becomes adherent and en- 
larged with impairment of function. 


The Role of Radiation in the Treatment of Cancer of 
the Breast. U. V. Portmann, Cleveland, O. Radi- 
ology, October, 1925. 

This is a critical study of reported results and of the 
author’s own material, which includes 829 cases, classi- 
fied as follows: 

I—Cases without clinical or microscopic evidence of 
involvement of the axillary glands—4%. 

IIl.—Cases in which the axillary glands are involved— 


II].—Advanced cases, with involvement of the supra- 
cavicular glands—15%. 

Portmann concludes: 

1. Some classification for studies of breast cancer 
should be universally adopted. 

2. Studies based upon three-year “cures” are of no 
comparative value. 

3. Post-operative intensive radiation, especially when 
administered in large doses, is hazardous and increases 
the percentage of recurrences and metastases. 

4. Since it is recognized that radiation may devitalize 
or destroy certain malignant cells radiologists must study 
the technical problems involved in the administration of 
‘rays in order to determine the most advantageous 
methods for their application to breast cancer. 

5. The natural resistance of the patient must not be 
destroyed but must be enhanced. 


The Clinical Significance of Visualization of the Gall- 
bladder with Tetraiodophenolphthalein of Sodium. 
I. O. Paterski, New York. Medical Journal and 
Record, November 18, 1925. 

The tetraiodophenolphthalein test has merited a permanent 
place among our diagnostic procedures as through it the 
existence of obstruction in the cystic duct or at the base 
of the gallbladder is now recognized clinically. 

Contrary to expectations, it does not always visualize 
nonopaque stones, neither are early cases of cholecystitis 
commonly recognized by this test. 

Many normal gallbladders are not visualized after oral 
administration. The results, then, must be checked up by 
one of the other methods. 

The intravenous: method through one punature, is not 
followed by general or local ill-effects and gives most de- 
pendable results. 


Subcutaneous Liver and Biliary Tract Injuries. (Subhu- 
tane Leber- und Gallengangverletzungen). Louis AN- 
DERSSON, Lund. Acta Chirurgica Scandinavica, Vol. 59, 
No. 4, 1925. 

_ The author reviews the literature concerned with in- 

jury to the liver or the biliary passages. In duct injuries, 

he calls attention to the fact that providing the duct 
aS not been completely bisected bile may still be 
demonstrated in the stools and that spontaneous healing 

May occur. The presence of bile salts in the urine is 

one of the earliest symptoms of the condition. The 

Mere accumulation of bile in the peritoneal cavity is not 

taught with as disastrous consequences as has been 

supposed provided there is no secondary infection of the 

Peritoneum. The treatment in the cases where the duct 
not been completely torn across is simple drainage 
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to the duct. Where the injury has been more extensive, 
the treatment must consist either in drainage of the duct 
or in its plastic reconstruction. 

Injuries to the. liver are characterized by the occur- 
rence of a definite bradycardia which is almost path- 
ognomonic. Twenty-four cases are reported, of which 
16 died. Some of these cases were sutured, others pack- 
ed to control the hemorrhage. The article is complete 
and has quite a large bibliography appended. 


Lymphaticostomy for Peritonitis. C. Hamirton 
ForD, Plymouth. The British Journal of Surgery, 
October, 1925. 

Lymphaticostomy is the operation of exposing and drain- 
ing the cervical portion of the left thoracic duct. The 
operation aims at diverting from the blood-stream bacteria 
and toxins absorbed from inflamed peritoneum and intes- 
tines, and was performed for the first time for peritonitis 
by Costain, of Toronto, in October, 1922. 

Whiteford concludes : 

1. No general agreement has, as yet, been arrived at on 
the indications for lymphaticostomy. 

2. The experimental and clinical evidence at present avail- 
able suggests that a further trial of lymphaticostomy is 
desirable. 

3. Much more clinical experience of lymphaticostomy must 
accumulate before the value and risks of the operation can 
be decided. 

4. Identification of the duct may be difficult. In at least 
30% of cases (nearly 40% in the combined series quoted 
by Wyllys Andrews) the operator must be prepared to 
find a duct that does not consist of a large single trunk 
opening into the subclavian vein. 

5. In recorded cases in which the escaping lymph was 
sterile, the toxicity of the lymph appears to have been 
taken for granted. In records of future cases, proof of 
such toxicity should be given. 

6. Permanent or prolonged obliteration of the lumen of 
the duct, by complete division or by ligature, appears to 
accentuate unnecessarily the risk of a flow from the fistula 
so persistent and profuse that death occurs from starvation. 
Preservation of the lumen might give the chyle a chance 
of resuming, in part at least, its original route. Provision 
should be made during the performance of lymphaticostomy 
for stopping the loss of chyle without having to perform 
a further operation on a debilitated patient. A technic 
which may accomplish this is described. 


Lymphaticostomy in Peritonitis. ArrHur Cooke, Cam- 
bridge. The British Journal of Surgery, October, 1925. 
Cooke reports 4 cases of lymphaticostomy in peritonitis. 
One recovered, apparently as a result of lymphaticostomy. 
One died of pneumonia and general exhaustion seventeen 
days after lymphaticostomy, which had produced some im- 
provement. 
One recovered in spite of lymphaticostomy only producing 
a slight flow of lymph. 
One recovered from all acute symptoms, and when con- 
valescent died on the fifteenth day of pulmonary embolism. 


Intraligamentous Inclusions. (De inclusion 
mentaire). FoRGUE AND CROUSSE. 
Obstétrique, Vol. 12, No. 3, 1925. 

The whole of this issue is devoted to a consideration of 
tumors, cysts, and other intraligamentous inclusions. It 
constitutes a report presented at the Fourth Congress of 

Gynecologists and Obstetricians. The diagnosis, sympto- 

matology and treatment of these various pathological condi- 

tions are considered in great detail with excelient biblio- 
graphical references. 


intraliga- 
Gynécologie et 


(Kystes rétro-péritoneaux.) C. 
CorNIoLEy, Geneva. Revue Médicale de la Suisse 
Romande, October 25, 1925. 

The author reports two cases of retroperitoneal cyst, 
one of which was operated on. Retroperitoneal cysts 
may arise from the spleen, the pancreas or the mesen- 
teric tissues. The mesenteric cysts, so-called, are either 
formed in the mesentery proper or in the retromesenteric 


Retroperitoneal Cysts. 
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tissues. They may be of parasitic, hemorrhagic or ser- 
ous origin. They are characterized by the fact that they 
appear as large rounded immobile swellings of the ab- 
domen, placed behind the intestinal coils. They cause 
rapid loss of weight and may be mistaken for tubercu- 
lous infections of the peritoneum. The only treatment 
is, of course, operative. Complete excision is, if possi- 
ble, the procedure of choice. If this cannot be under- 
taken without danger to vital structures or important 
vascular supply, the best plan is to marsupialize the 
cyst and secure healing by granulation. 

The Persistent or Preformed Sac in Relation to Oblique 
Inguinal Hernia. Water Hucuson, Baltimore, Md. 
Surgery, Gynecology and Obstetrics, November, 1925. 

In a series of cases in which the inguinal canal was opened 
on account of a relaxed ring and in which no clinical evi- 
dence of hernia was seen, in every instance a small persist- 
ent sac has been found. 

Analysis of a group of cases shows that 16% of individ- 
uals presenting hernia on one side eventually develop hernia 
on the opposite side. ‘ 

Correlation of these facts lends further strong support 
to the preformed sac theory in regard to the etiology of 
all inguinal herniae. 

A study of 100 consecutive cases of both single and double 
herniotomies has shown that the double operation increases 
the incidence of postoperative pulmonary infections, but it 
does not increase the incidence of wound infection. 

If any operative measures are used to repair the relaxed 
ring, a complete herniotomy should be performed. 
Oblique and Lateral Cystograph. (La cystographie oblique 

et la cystographie latérale.) H. Bianc, M. Necro et 
A. Dartaux, Paris. Journal d’Urologie, Vol. 20, No. 
3, 1925. 

The authors call attention to the value of the proced- 
ures first described by Sgalitzer of Vienna to visualize 
the lateral and posterior walls of the bladder. It is only 
by the use of this technic, which is fully described in the 
text, that tumors or diverticula of the posterior wall can 
be demonstrated. The usual antero-posterior view of 
the bladder filled with contrast medium serves only to 
show pathological lesions situated elsewhere than on 
the lateral margins of the bladder. 

The Tuberculous Nature of Certain So-called Essential 
Hydroceles. (Ve la nature iuberculeuse de certaines 
hydroceles dites éssentielles). Pierre CARTIER et 
Henri Goparp, Paris. Révue de Chirurgie, No. 8, 
1925. 

The authors made a caréful study of a number of 
cases that had been grouped as essential hydroceles. 
Approximately 25% of these patients have been shown 
to have suffered from a tuberculous disease of the 
tunica vaginalis. Macroscopically the hydrocele sac 
shows no evidence of tuberculosis and it is only after 
animal innoculation that the true nature of the infection 
was discovered. Age appears to be of no consequence 
in the onset of the disease. Cases observed some years 
after the operation for removal of the hydrocele have 
shown no involvment of the epididymis or testicle. The 
tubercle bacillus itself is only rarely to be demonstrated. 
Periproctal Gas Abscesses. (Periproktale Gasphlegmone). 

HERBERT KuNz, Vienna. Wiener Klinische Wochen- 
schrift, October 1, 1925. 

The author calls attention to the fact that periproctal 
abscesses may occasionally contain gas. These abscesses 
are caused by the gas-torming colon bacillus, anaerobic 
streptococci, and bacillus proteus. These abscesses are 
to be differentiated from those caused by the B. Welchii 
which also cause gas-containing abscesses. The clini- 
cal picture seen in periproctal gas abscesses is charac- 
terized by high fever and septic phenomena. There is 
evidence of an abscess in the periproctal region which 
often bulges into the rectum and causes slight interfer- 
ence with evacuation of the bowel. ‘They are to be treat- 
ed by incision and drainage. The prognosis, while more 
severe than the ordinary periproctal abscess, is of course 
not as serious as the Welch bacillus infection. Three 
cases are reported. 
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Etiology of Vulvar and Vaginal Hematomata, 
(Aetiologie der Vulva-und Vaginalhématom). Hetnz 
Krause, Wiirzburg. Zentralblatt fiir Gynékologie, 
October 31, 1925. 

A severe case of vulvar hematoma, sufficient to inter- 
fere with delivery, is reported. Krause believes these hem- 
atomata are due to compression of the veins with subse- 
quent stasis in the vulvar and vaginal veins. The marked 
increase in the venous pressure causes a rupture of these 
vessels with a subsequent formation of hematomata. Trauma 
may, but need not, be a precipitating factor. The smaller 
hematomata are to be treated expectantly. The large ones, 
in spite of the danger of infection, should be incised, the 
clot evacuated, and the vessels ligated. 


Biologic Action of the Corpus Luteum and the Intersti- 
tial Gland of the Ovary. (Action biologique du 
corps jaune et de la glande interstitielle de l’ovaire). 
G. ScHICKELE, Gynecologie et Obstetrique, Vol. 12, No. 
2, 1925. 

The author has presented his conclusions on this sub- 
ject before the French congress of gynecologists. The 
report includes a review of the vast literature on this 
subject as well as his own personal clinical and experi- 
mental observations. In his opinion, the whole of the 
sexual life of the female is regulated by the changes in 
the follicular apparatus. And the use of corpus luteum 
extract is based on well established changes in the cycle 
of follicular activity. The whole article is extremely 
complete and well written. 


Perforating Ovarian Cysts (Sampson’s) with Invasion 
of the Bladder Wall; Report of Two Cases. FLoyp 
E. Keene, Philadelphia, Pa. American Journal of 
Obstetrics and Gynecology, November, 1925. 

In two cases reported, intense bladder symptoms were 
produced by endometrial invasion of the bladder wall, 
secondary to endometrial cysts of the ovary. 

Prior to operation the exact nature of the lesion was 
determined by exclusion of inflammatory neoplastic lesions 
of the kidney and bladder and by the more or less typical 
cystoscopic picture in each case. 

Unless the possibility of such a lesion is borne in mind, 
it might readily be mistaken for a malignant tumor. 

Relief of the symptoms and restoration of the bladder 
to normal followed upon removal of both ovaries, showing 
that excision of the affected area in the bladder is un- 
necessary. 


Malignant Ovarian Neoplasms. 
ind-Results in a Series of 56 Cases. 
Norris and M. E. Voocrt, Philadelphia, Pa. American 
Journal of Obstetrics and Gynecology, November, 1925. 

The authors conclude: 

In a series of 1028 ovarian neoplasms, 11% were 
malignant. 

The symptomatology is frequently silent even when 
the tumor is of large size and dissemination has oc- 
curred. 

The histologic diagnosis is of great aid in determining 
the prognosis and may give valuable information regard- 
ing the value of postoperative «x-ray ‘and radium treat- 
ment. 

The two most frequent forms of malignant ovariat 
tumors are the glandular adenocarcinoma and the papil- 
lary adenocarcinoma. 

End-results showed 23% of the glandular adenocar- 
cinomatous patients alive three years or more ailtef 
operation as against 70% of the papillary adenocarcin- 
omata. 

Almost 60% of cases which appear favorable at opera- 
tion survive three years. ; 

Malignant ovarian neoplasms have their origin in one 
of five ways: (1) malignant from onset; (2) degenera- 
tion of a benign tumor; (3) metastatic; (4) implantation 
growth (often transtubal); (5) contiguity. : 

Benign ovarian neoplasms frequently undergo malignant 
change, usually of the epithelial type. 

Ovarian carcinomata may originate from a perforat- 
ing (Sampson’s) cyst. 
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The transtubal route of dissemination from a fundal 
carcinoma to the ovary is not uncommon. 

The transtubal dissemination from an ovarian car- 
cinoma to the fundus of the uterus is possible. 

In associated cancers the ovarian lesions are generally 
the larger, regardless of which is the primary focus. 

The prognosis under such conditions is unfavorable; 
7 of 8 cases failed to survive three years. 

The prognosis is less favorable in the primary 
malignant than in the cases of malignant degeneration 
of henign cysts. 

Even when apparently hopeless, cases of malignant 
ovarian cyst should generally be submitted to laparo- 
tomy. 

During the removal of malignant ovarian cysts, tap- 
ping of the tumor to facilitate its removal through a 
small incision is likely to result in dissemination. 

Primary malignant tumors are usually bilateral and 
malignant degeneration of benign neoplasms tends to 
become so. 

Secondary malignant ovarian tumors are generally 
larger than the primary growths from which they orig- 
inate. 

Malignant ovarian neoplasms may occur at any age. 

Seven per cent of the pseudomucinous ovarian cysts 
showed carcinomatous degeneration and a smaller pro- 
portion of the dermoids. 

The differentiation between the semimalignant simple 
ovarian papillomata and carcinoma is frequently impossi- 
ble before operation and in some instances cannot be 
made except by histologic examination. 

Recurrence generally develops in the first year, less 
frequently during the second and rarely after the third 
year. 

The prognosis is decidedly less favorable in bilateral 
cases than when the neoplasm is single. 

In the presence of a malignant ovarian tumor on one 
side and a normal ovary on the other, a hysterectomy 
bilateral salpingo-oophorectomy is the safest pro- 
cedure. 

The value of postoperative irradiation with x-ray or 
radium is still undetermined but was uniformly unsuc- 
cessful in this series. 


The Pathology and Treatment of Erosion of the Cervix. 
I. STRACHAN, England. ‘The British Medical 
Journal, October 24, 1925. 

What we have to treat is a chronic infective process 
which has penetrated to the deep glands or to the muscular 
tissue; when this is done the secondary parametric infiltra- 


tion will to a greater or lesser degree resolve itself. The 
main lines of treatment recommended are the application of 
antiseptics, cauterization or electric treatment, radium, vac- 
cine therapy, and operative treatment. 

_ 1, The antiseptics employed are usually 10% formalin, 
iodized phenol, or 20% argyrol. The procedure has to be 
Tepeated two or three times weekly for several weeks. It 
's not to be expected that any surface application will 
Penetrate to the deep glandular acini, far less into the 
Muscular tissue, and the usual result of these applications 
's improvement during treatment with future relapse. Only 
in slight and early cases is cure to be expected. 

2. Puncture with the actual cautery at a dull red heat 
causes improvement in many cases. It is important to 
puncture every Nabothian follicle. The process is repeated 
twice weekly for four or five weeks. Cure is not common, 
and even if successful the cervix is still left prone to the 
development of carcinoma. 

3. Radium has been used, especially in America, in the 
treatment of erosion, and while it is too early to pass an 
°pinion it is probable that this is a most useful avenue 
to 
. 4. Autogenous i i 
cable ‘et vaccines have been used without appre 

5. If the condition is advanced operation is usually re- 
aaa or later, and various procedures may be 


(2) Uterine curettage can improve only the associated 
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endometritis, and cannot sensibly affect the cervical erosion. 
The ordinary curette cannot penetrate the hard cervix 
suffic’ently to be effective. Scraping the cervix with a 
Volkmann’s spoon combined with cauterization, is certainly 
effective in some of the less advanced cases. 

(b) Trachelorrhaphy may cure the erosion, but the endo- 
cervicitis is likely to remain. There is a considerable 
tendency for the wound to break down after this operation, 
and the original lesion is re-formed. 

(c) Removal of the affected mucosa constitutes the only 
reasonably certain method of cure. By this means the 
erosion and the affected muscosa of the cervix, usually the 
lower three-quarters of an inch, are removed, and the 
healthy lips of endocervical and vaginal mucosa approxi- 
mated by catgut sutures. In advanced cases amputation 
of the cervix is called for, but usually the type of plastic 
operation described by Bonney suffices, where the affected 
part is removed after reflecting the vaginal mucosa, which 
is afterwards inverted to form a new cervical canal. Sturm- 
dorf cuts from the periphery towards the cervical canal—the 
“coning out” operation. Schroeder’s operation, where the 
cervix is split bilaterally and the affected mucosa removed, 
has been found by the writer most effective in nulliparae 
with resistant leucorrhea. 

These operations are radical, but represent the only 
speedy, effective, and reliable prospect of cure. Regarding 
future impregnation and labor, the former is not prevented 
and the latter not obstructed. 


Heterotopic or Misplaced Endometrial Tissue. Jon A. 
Sampson, Albany, N. Y., American Journal of 
Obstetrics and Gynecology, November, 1925. 

Just as endometrial carcinoma invades the uterine wall, 
so also at times does benign endometrial tissue. As ovarian 
and endometrial carcinoma escaping into the peritoneal 
cavity can give rise to peritoneal implantation, which 
occurs most often in the dependent portions of the pelvis and 
in its natural peritoneal folds and depressions, frequently 
with invasion of the underlying structure, so benign endo- 
metrial tissue can do the same. Just as the surgeon has in- 
fected the field of operation with fragments of cancer which 
have subsequently grown, so has he likewise infected the field 
of operation with benign endometrial tissue which has also 
grown. As cancer invades the lymph vessels, so does benign 
endometrial tissue likewise invade these vessels. Just as 
metastatic cancer is found at a distance from its primary 
or secondary situation, so has benign endometrial tissue 
been found in similar situations and possibly even in the 
pelvic lymph nodes. As syncytial cells gain access to the 
venous circulation and as bacteria and chorioepithelioma 
metastasize through the uterine veins, so possibly the chem- 
ical and cellular constituents of menstrual blood may 
escape into the venous sinuses of the uterine wall and re- 
main in the uterus or even be carried to other parts of the 
body. It would seem that we are warranted in stating that 
the invasion and dissemination of benign endometrial tissue 
employ the same channels as the invasion and dissemina- 
tion of cancer. 


Inversion of the Uterus after Childbirth, with Report 
of a Case. Norton Mason and M. PIERCE 
Rucker, Richmond, Va. American Journal of 
Obstetrics and Gynecology, November, 1925. 

The cause of this accident when associated with neoplasms, 
and in the idiopathic cases and reinversions, is evidently 
in the uterus itself. The same mechanism, i.e., depression 
caused by some pathologic change in a portion of the 
uterine wall that interferes with the transmission of the 
wave of uterine contraction, introversion and _ per- 
version, readily accounts likewise for the puerperal cases 
when we take into consideration the greatly increased 
activity of the puerperal uterus. To explain inversio uteri 
simply upon a mechanical basis presupposes not only an 
atonic uterus but also one that is no longer susceptible 
of stimulation, as the external violence that might cause 
the inversion would prove a powerful stimulant to uterine 
tone. 

While the condition is rare, it is not so rare as it is 
commonly supposed to be. Such a possibility should always 
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be borne in mind in the presence of profound shock or 
severe hemorrhage postpartum. The best treatment is the 
prompt institution of measures to combat shock, the re- 
placement of the organ as soon as the condition of the 
patient permits, and the avoidance of infection. In the hos- 
pital cases, where it is to be presumed the cases are 
recognized promptly and there are facilities for carrying 
out the treatment properly, the mortality was zero. In the 
group delivered in the home by physicians, where although 
the cases may he recognized promptly, there are not facilities 
for combating shock, the mortality was 12.5 per cent. In 
the group delivered by midwives where there was probably 
delay both in recognizing the condition and in instituting 
treatment, the mortality was 26 per cent. - 


Madlener Type of Tubal Sterilization. (Die Tubensteri- 
lisation nach Madlener). Bruno WaAsEeEr, Zurich. Zen- 
tralblatt fiir Gynd*ologie, October 17, 1925. 

Since 1920 over 225 tubal sterilizations have been per- 
formed at the Zurich University clinic according to the 
method described by Madlener. In only one case was sub- 
sequent pregnancy noticed. .The author claims that it is 
quite unnecessary to resect and ligate the tube to bring 
about sterilization. In order to secure satisfactory results 
by Madlener’s method, it is essential that a portion of the 
tube be well raised and thoroughly crushed, and thereafter 
gated. 

Temporary Sterilization of the Female by the Roentgen 
Ray. (Tempordaren Sterilisation der Frau durch Ront- 
genstrahlen). HANs WEIGAND, Wiirzburg. Zentralblatt 
fiir Gyndkologie, November 7, 1925. 

Temporary sterilization is indicated in juvenile men- 
orrhagias which have resisted all other forms of therapy, 
menorrhagia during the sexual period of woman’s life, and 
in pre-climacteric menorrhagia. It is further indicated 
in myomata occurring in youthful females and in adnexal 
disease whether of gonorrheic, tuberculous, or other etiology. 
The report here presented contains 109 cases treated between 
May 1923 and August 1924 with the above-mentioned indi- 
cations. The results were in general very satisfactory and 
warrant further application of this method. Complete 
statistical tables are presented. The technic of the appli- 
cation of the Roentgen ray is described in detail. The 
authors suggest that the menstrual cycle is influenced by 
the Roentgen ray in the sense that the ripening follicles are 
destroyed. As a consequence menstruation disappears, the 
primary follicles are not affected, and menstruation appears 
after a varying time. The destruction of the ripening 
Graafian follicle is presumed to cause a new internal secre- 
tion equilibrium which produces the desired results. 


72 Trephinings for War Wounds Treated by Primary 
Suture; (72 trepanations pour blessures de guerre 
traitées par la suture primitive). Dr. Mario Beraun, 
Blida. Revue de Chirurgie, Vol. 44, Nos. 7 and 8, 1925. 

Beraud has compiled statistics on 72 patients operat- 
ed on by him during 1914 and 1915 for war wounds to 
the skull and brain. The immediate mortality is high 
but not as high as has been commonly believed. Of 
those operated upon, 29.16% died during the first month. 
The total mortality for the first three months after 
operation was 33.3%. Those who survived these three 
months, had a very good life expectancy. In fact they 
may be considered as almost out of danger. Function- 
ally, these patients may recover completely provided, of 
course, that there is no gross destruction of important 
fiber tracts. In order to secure the best results, the 
patients suffering from cerebral wounds must be treat- 
ed early, completely and systematically. All should be 
operated upon whether the apparent lesion is extensive 
or not, whether the patient shows clinical symptoms of 
Lrain injury or not. To be successful, operation should 
be undertaken as early as possible, preferably within the 
first 24 hours. 

The operation consists in wide exposure of the in- 
jured area and a ruthless “débridement” of all devitalized 
tissues regardless of its nature or apparent importance 
in the brain. Following this, the wound should be clos- 
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ed by suture with no attempt at drainage. Under this 

regimen, cerebral wounds have a much better prognosis 

than by the use of temporizing methods coupled with 
drainage. 

Late Results of Dislocation of the Carpal Semilunar, 
(Des résultats éloignés de la luxation périlunar dy 
carpe). M. Monnarp, Lausanne. Revue Médicale de 
la Suisse Romande. October 25, 1925. 

Monnard has been able to observe 20 cases of disloca- 
tion of the semilunar bone treated by different methods, 
The method of choice is immediate reduction under 
anesthesia, with maintenance of the reduction in a plas- 
ter cast for a period of about ten days. Open reduction 
gives the worst possible after-results as regards function 
and power of the hand. Cases seen late may be treated 
either by conservative means, i. e., baking and vigorous 
massage, or by means of extirpation of the bone. Of 
these two the former gives by all odds the better prog. 
nosis. 

The cases treated early by means of simple reduction 
showed 90% recovery of motion and 85% recovery of 
force with a 9 weeks convalescence. The late cases 
treated conservatively showed: return of motion, 70.8%; 
of force, 75%; and a convalescent period of 11 weeks. 
Those late cases treated by excision of the carpal semi- 
lunar had a return of only 56% of motion and 56.9% 
of force and a 17 week period of disability. 


Fractures of the Neck of the Femur Treated by the Ab- 
duction Method as_ Described by Whitman. 
Fospick Jones, Denver, Colo. Colorado Medicine, 
November, 1925. 

Jones concludes: 

The abduction method of treating femoral neck frac- 
tures as described by Whitman is most satisfactory 
and effective and gives the highest percentage of 
anatomical and functional cures. A favorable prognosis 
can be expected in approximately 75% of the cases. 

It is applicable to any age, for it allows of the frequent 
turning to the ventral position, preventing many complica- 
tions such as hypostatic pneumonia, delirium, skin excoria- 
tions, and bed sores seldom occurring. 

It restores the normal structure and the normal relation 
of the femoral neck and head at the site of fracture. 

Solid bony union occurs in fractures of the femoral neck 
when properly treated, both in fresh fractures of the ar- 
atomical or surgical neck and also in cases in which proper 
reduction has been delayed even many months after the 
original injury. 

Bony union can be obtained in Charcot tabetic arthro- 
pathies if efficiently treated. 

Many cases in persons in ages ranging from 75 to 106 
years have resulted in solid bony union when treated by the 
abduction method. 


Compensatory Lengthening of the Femur in Children 
after Fracture. Warren H. Core, St. Louis. Annals 
of Surgery, October, 1925. : 

Cole has watched 15 cases in addition to his previous 
report on 31. Compensatory lengthening will take place 
in the majority of cases of fracture of the femur in cil 
dren usually within 2 years. The location of compensa 
tions may be found in the tibia as well as femur. Rarely 
is there indication for operative reduction. Abno 
bowing of the shaft serves as one of the greatest factors 
of deformity and of disability, and in this series was set 
only in operated cases. 


Vertebral Epiphysitis. 
JosepH BucHMAN, Brooklyn, N. Y 
Bone & Joint Surgery, October, 1925. : 

Normally, the superior and inferior vertebral ¢ 
physes appear at about eleven and one-half years of age. 

Any gross deviation from the time at which these ¢r 

physes appear, any deviation from their order of appear 

ance, the presence of tenderness and abnormal +-fay 
findings are pathologic. 

The pathologic changes seen in the roentgenogra 
are as follows: The epiphyses become enlarged, m0 
eaten, frayed, and indistinct; the intervertebral spaces 


A Cause of Spinal Deformity. 
The Journal oj 
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become cloudy, mottled, and irregular; the .vertebral 
outlines become indistinct; all of these parts then tend 
to fuse into one indistinguishable mass. This is follow- 
ed by the stage of regression in which the process is 
reversed. These abnormalities are found in a disease 
entity, occurring between the ages of ten and twenty- 
one and characterized by sensations of fatigue, back- 
ache, tenderness of epiphyses, and characteristic roent- 
genographic appearance. 

Many of these cases develop deformities of the spine. 
Deformities of the spine due to known causes do not 
present the above findings. The etiology is unknown. 
There is evidence leading to the belief that it is a very 
low grade infection in the spine. Stress and strain con- 
stitute additional factors which aid in the production of 
deformity. The condition is analogous to Legg’s dis- 
ease, Osgood-Schlatter’s disease, Koehler’s disease, and 
similar conditions, and forms part of a greater entity: 
multiple epiphysitis of adolescence. 


Treatment of Ununited Fractures. Duncan Eve, Nash- 
ville, Tenn. Southern Medical Journal, October, 1925. 

Eve emphasizes: 

(1.) Ununited fractures after operations for fixation 
require a much longer time to immobilize than recent 
fractures, months insead of weeks. 

(2.) Metal plates held by metal screws, such as Lane’s, 
and other metal plates, inhibit osteogenesis in many in- 
stances and should not be used. 

(3.) Autogenous bone grafts should always be em- 
ployed in ununited fractures of the larger bones (long) 
as results prove them to be very successful. 

(4.) If silver and other wire, as well as metal appli- 
ances are used in unwnited fractures, it is always best 
that the metal appliance be removed after union has suf- 
ficiently advanced. 


Traumatic Bone Sarcoma. (Traumatische Knochensar- 
kome). J. SepestyEN, Pesth. Archiv. fiir klinische 
Chirurgie, August 14, 1925. 

_A large number of sarcomata of bone are associated 
in some manner with a history of trauma. The onset 
of the neoplastic growth is usually within a year of the 
original trauma and sometimes within as short a period 
as one month. The extremities are most frequently 
affected. Almost any type of sarcoma may be seen but 
aiter a single dull blow, the periosteal type develops. 
This is probably due to the fact that the periosteum is 
the most active part of the bone and therefore reacts 
most excessively to any sort of trauma or stimulus. In 
the cases of open wounds, distortions or fractures, the 
endosteal or medullary type of sarcoma most frequently 
is seen. It is slower in growth and therefore its latent 
period is longer. Frequently the first evidence of such 
atumor is the appearance of a spontaneous fracture. 


Active Motion in the Treatment of Fractures. Joun 
Lawrence Yates and G. W. Stevens, Milwaukee. 
Annals of Surgery, October, 1925. 

_ Bone repair occurs more promptly and advantageously 

if active motions are employed. Cooperation with the 

natural reparative processes leads to earlier healing and 
more complete functional recoveries than are obtainable by 
the orthodox procedures wherein immobilization is enforced. 

Progress made in treatment is commensurate not only with 

reductions in mortality rates, but also with restrictions in 

durations of immediate and in extent of ultimate disabili- 
ties. Advances are noticable when therapeutic procedures 

Cooperate with natural processes which include resistance, 

efense, growth and repair. 

mantive motion is a constant factor in recovery and no 

‘covery is complete until unrestricted active motion is 

— The earlier active motion is instituted the more 

‘nah and complete are recoveries, provided a develop- 

eth - deformities is prevented during the healing process. 

treating fractures should be designed to inter- 
ark € least with the general activities and to permit the 

“avlést resumption of active motion by the structures in- 

volved in the injury. 
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Book Reviews 


Otologic Surgery. By Samuet J. Kopetzxy, M.D., 
F.A.C.S.; Professor of Otology, Polyclinic Medical 
School and Hospital, New York; Director, Department 
of Otolaryngology, Berth Isreal Hospital, N. Y., etc. 
Octavo; 539 pages; 102 illustrations. New York: 
B. Hoeser, 1925. 


The specialist in otology, particularly, will welcome 
this timely and very well written book. As is stated in 
the preface, there has been a great deal of progress in 
this special field during the past fifteen years and, but 
few monographs have appeared that have brought this 
advancement up to date. This Kopetzky has done very 
ably. He has dealt almost entirely with the practical, 
tracing the origins of the various diseased conditions, 
discoursing upon the most important symptoms and then 
describing the best forms of treatment. 

The book is divided into twelve chapters, each dealing 
with a definite entity. It is only natural that the book 
should become more interesting as one gets further into 
it, for in the later chapters, the author takes up the dis- 
eases that follow the ordinary mastoid condition. Spec- 
ial praise is due for the chapters on Otogenous Systemic 
Infections and the Surgery of Otitic Brain Abscesses. The 
two final chapters are also meritorious. The first deals 
with Laboratory Aids in a very precise and accurate 
manner, bringing forth the value of the various tests that 
are so necessary to make a diagnosis in this particular 
field. The second (the last chapter in the book,) is de- 
voted to case histories, each one illuminating and illus- 
trating a definite point. 

Mention should be made of the historical résumé at 
the beginning of each chapter. All honor is given to 
those who were the pioneers. The text is well illus- 
trated with half-tones, color plates and charts. 


Text Book of Orthopedic Surgery for Students of Med- 
icine. By JAMES WarREN Sever, M.D., Assistant 
Orthopedic Surgeon, Children’s Hospital, Boston; In- 
structor in Orthopedic Surgery, Harvard Medical 
School; Orthopedic Surgeon, Cambridge Hospital, 
Cambridge, Mass.; Orthopedic Surgeon, Waltham 
Hospital, Waltham, Mass.; Orthopedic Surgeon to the 
Massachusetts State Hospital School for Cripples, 
Canton, Mass.; etc.; etc. Octavo; 353 pages; 190 
illustrations. New York: THE MAacMiLLan Company, 
1925. 

The author has felt that the usual text-book on ortho- 
pedic surgery has been too encyclopedic in their informa- 
tion to léave the student with any clearly defined notions 
of the subject. With the object of presenting only 
those procedures and that material which he considered 
essential, the present volume was written. What has 
been done has been done well. The text is clear and con- 
cise. The illustrations are well chosen and well repro- 
duced and the whole work is essentially practical. 

But in attempting to avoid Scylla, the author has fall- 
en into Charybdis. The work has been made so con- 
cise that it will leave the student but poorly impressed 
with the relative importance of a great many subjects 
in orthopedics and insufficiently informed won others. 
For the specialist the work is entirely too elementary 
and of course it is not intended for him. It seems 
rather peculiar to the reviewer that the student should 
be requested to master in some detail the various pro- 
cedures of general, gynecologic or genito-urinary sur- 
gery while an adequate consideration of orthopedic 
problems is considered as being too confusing and ency- 
clopedic. The fact of the matter is that either as spec- 
ialist or as general practitioner, he is much more apt 
to be called upon to treat a case of bow-legs or club- 
foot than to perform a partial gastrectomy or a hys- 
terectomy. 
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Modern Operative Surgery. Edited by H. W. Carson, 
F.R.C.S. Eng.; Senior Surgeon, Prince of Wales’ 
General Hospital, Tottenham; Lecturer on Abdominal 
Surgery, North-East London Post-Graduate College. 
In Two Volumes. Octavo; 1568 pages; 741 illustra- 
tions. New York: Witt1am Woop anp Company, 


1925. 

“Modern Operative Surgery” is a very valuable con- 
tribution to surgical literature. It is a symposium pre- 
pared by the leading surgeons of England under the 
excellent editorial direction of Dr. Carson. The differ- 
ent divisions of the subject are prefaced by small ana- 
tomical and physiological discussions. which form the 
basis for the treatment indicated in the text. The text 
is so arranged that while it forms an adequate manual 
of operative surgery, it is somewhat more in that it 
presents at the same time a discussion of the indications 
for the various procedures as well as a critical survey 
of those described. No attempt is made to describe all 
operations; only those have been retained that have 
proven their value in actual experience. 


Methods in Surgery used in the Surgical Division of 
Barnes Hospital, St. Louis Children’s Hospital, and 
Washington University Dispensary. Including 
Outlines for Case MHistory-Taking, Preoperative 
and Postoperative Care of Patients, Routines, Diets, 
etc. By Grover H. Corner, M.D., Instructor in Surg- 
ery, Washington University School of Medicine; 
Clinical Assistant to Barnes Hospital; etc. Octavo; 
232 pages. St. Louis: C. V. Mossy Company, 1925. 

As the subtitle indicates the procedures outlined in 
this volume are those in daily use at two large hospitals 
in St. Louis. The work is intended primarily as a guide 
for the house officer, and contains brief but exact de- 
scriptions of the various methods the interne is called 
upon to employ in the preparation of the patient. There 
are included complete descriptions of operating room 
technic, different diet lists used in the treatment of 
special cases and replicas of the various charts used in 
these hospitals. As a systematic presentation of the 
procedures to be employed in the study of a surgical 
case, the volume will doubtless be of value to the prac- 
tising surgeon as well as to the interne acquiring his 
early training. 


Minor Surgery. By Lioner R. Firievp, F.R.C.S. 
(Eng.) ; Surgical First Assistant and Registrar, London 
Hospital; Demonstrator of Minor Surgery, London 
Hospital; etc. Duodecimo; 431 pages; 273 illustrations. 
New York: B. Hoeser, 1925. 

This little volume on minor surgery is a fairly well 
written and illustrated contribution to the subject. In 
the consideration of such topics as the “acute abdomen” 
and the radical treatment of herniae, it probably over- 
steps the bounds or underestimates the severity of the 
procedures involved. While somewhat later in publica- 
tion than our classical volume of Foote, it can in no 
manner compare with it. Brevity is a desideratum, it 
is true, but when a text-book is reduced to too great 
limits of brevity, it loses its character and becomes 
rather a compend or an outline. 


Die Chirurgie. Eine susammenfassende Darstellung der all- 
gemeine und spesiellen Chirurgie. Herausgegeben 
von Pror. Dr. M. KirscHNeER und Pror. Dr. O. Norp- 
MANN. Licferung 5. Die Chirurgie der Niere, des 
Nierenbeckens und des Harnleiters, von Pror. Dr. P. 
FRANGENHEIM und Dr. E. WEHNER. Die Chirurgie 
der Hanroéhre, des Penis und Scrotums, des Hodens, 
Nebehodens, Samenstranges und der Scheidenhaute, 
von Dr. E. Wexner, KoOln. ktavo; 530 Seiten; 
112 teils farbigen Abbildungen. Berlin und Wien: 
UrsaAN UND SCHWARZENBERG, 1925. 

Even in the face of the large number of recent works 
on these subjects, this volume makes a very desirable 
addition to the literature. In completeness of mastery 
of the subject, in lucidity of presentation and in the 
wealth of illustrations and bibliographic references, this 
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book is fully prepared to stand comparison with ¢ 
best. Written by the chief of the University Clinic a 
his first assistant, it presents both the clinical aspect 4 
the different diseases as well as the surgical treatme 
indicated. Its publication can only help to make moj 
favorable the impression created by the previous par 
of this system of surgery. : 


Gynecologie Chirurgicale, Genito-statique. Par 
Sopre-CasaAs. Chef du _ service de Gynecologie 
l’Hopital Torcuato de Alvaer, Buenos-Ayres. 
face du Dr. Doterts, Membre de l’Academie de Med 
cine, Paris. Octavo; 37 figures en couleur. Paris 
Masson ET CIE., 1925. 

By this somewhat unusual title, the author intends q 
call attention to the fact that the classical type of opera 
tion for the removal of the uterus, amputation of 
tubes or correction of genital prolapse have not given 
ficient consideration to the ordinary laws of statics 
applied to the pelvis. Thus, after supravaginal hystere 
tomy, the stump of the cervix is left unsupported and st 
ject to the displacing effects of gravity and intraabdomi 
pressure. To overcome this tendency, the author advisé 

a suspension by’means of the cut ends of the broad ligg 

ment. 2 

In depicting the steps of the operation for removal 6 
the tube the writer suggests only partial removal. The am 
pulla is left and is covered over by the broad ligaments 
such a manner that the ovary is brought into intim 
contact with the stump of the tube. By this procedure 

14 normal pregnancies have resulted in a series of 115 case 

of partial tubal resection. 4 

In the treatment of retroversion of the uterus, 
author uses a method devised by himself. The principle 
employed is the shortening and burying of the round lig 
ments in a slit on the anterior surface of the uterus. Th 

procedure, he calls “tunnelization.” For severe grades 6 

uterine prolapse, Sobre-Casas advocates the modified 

Fort operation of genito-cleisis. a 

The whole work consists of a series of 37 two-td 

plates, beautifully reproduced, which show in detail tf 
steps of the onerations mentioned in very brief notes % 
the beginning of each chapter. In fact the illustrations 4 
so explicit that no explanation is necessary, except in @ 
discussion of the treatment of uterine prolapse, where 
text and the pictures seem to be somewhat scanty. 7 
work shows the author to be not only a surgeon of nt 
caliber doing a fine type of surgery, but a scientist WI 
keenly realizes the unsatisfactory results of pres 
methods and who is eagerly and actively thinking of mea 
of overcoming these defects. 


Anatomie Medico-Chirurgicale. Anatomie des formes x 


terieure et anatomie des regions. Par PHILIPPE BB 
Loco, Charge de cours a la faculté de Médecine 4 
Strasbourg. Fascicule I. 92 pages; 32 figures. Pat 
MASSON ET CIE., 1925. 

In attempting to present a’ synthetic rather that 
descriptive discussion of human anatomy, the auth 
has divided the body into several arbitrary parts. | 
it may be considered as consisting of a trunk with: 
appended extremities, upper and lower. The trunk Mi 
as its main subdivisions, the head, the neck, the thon 
the abdomen and the pelvis. The head in turn may} 
considered as consisting of the cranium and the al 
In this first part of his first volume, the author discus 
the cranium in a general manner. No _ attempt” 
made to dissect the individual elements of the ne 
Rather the cranium is treated as a whole to which 
number of muscles, vessels, etc., contribute. ‘4 

While that is the conception that every surgeon SHO 
have, it is only the master whose knowledge is sufhielt 
to permit of this synthesis. However, just as the pai 
ologist of today is more of a pathological physiole 
than the morphologist of a past generation so, 100, 


‘anatomist of today sees the body as a functioning t 


rather than as a compound of anatomical organ 
tems. The conception is dynamic as compared with ¢ 
attitude toward anatomy of a passing school. : 
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